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Dramamine’ 
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SYMPTOMATIC CONTROL OF 
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ASSOCIATED WITH | __ pregnancy 
therapy with certain drugs (antibiotics, etc.) 
electroshock therapy 
narcotization 


MANAGEMENT OF VERTIGO IN Meéniére’s syndrome 
radiation sickness 
hypertension 
fenestration procedures 
labyrinthitis 


MANAGEMENT OF Tablets:| 50 mg. each 
VESTIBULAR DYSFUNCTION Liquid:} 12.5 mg. in each 4 cc, 
ASSOCIATED WITH Streptomycin therapy 


—and, of course, MOTION SICKNESS 
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CHLOROMYCETIN REMAINS 
AVAILABLE 


The Food and Drug Administration of the 
Federal Security Agency, recently announced its 
decision to permit the continued distribution of 
the antibiotic drug Chloromycetin under revised 
labeling that will caution physicians explicitly 
against its indiscriminate use. The Adminis- 
tration weighed the value of the drug against 
its capabilities for causing harm and decided 
that it should continue to be available for careful 
use by the medical profession in those serious 
fatal diseases in which its use is necessary. 

Reports of blood disorders attributed to 
Chloromycetin led to a nation wide survey by 
the FDA late in June of the case records in 
hospitals and clinics. The case histories turned 
up by this survey were referred to the National 
Research Council for its aid in evaluating the 
information. FDA’s decision was based on the 
findings and recommendations of a special com- 
mittee of the Council’s ‘Division of Medical 
Sciences. The committee considered the records 
of 410 cases of serious blood disorders, of which 
177 were ‘lefinitely known to have been associated 
with the use of Chloromycetin. 


In 61 cases Chloromycetin was the only drug 
wed. 1) the remaining other 116 cases other 
drugs hl also been given. In both groups 
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fatalities totaled 50%, attributable to aplastic 
anemia and related conditions in which the bone 
marrow had lost its ability to manufacture both 
red and white blood cells. A group of 168 cases, 
including 97 cases of aplastic anemia, was elimi- 
nated from consideration by the committee as it 
was determined that Chloromycetin had not been 
administered. A remaining group of 65 cases 
in which Chloromycetin may or may not be 
involved, remains under investigation. 

The drug came into use in 1949 and it is 
estimated that Chloromycetin has been admin- 
istered to something like eight million people. 
The Commissioner stated the labeling of Chlo- 
romycetin will be changed to include a warning 
that certain blood dyscrasias have been associated 
with the administration of the drug. As an 
added warning, the drug should not be used 
indiscriminately or for minor infections. 

Chloromycetin has been generally recognized 
as a very valuable drug and with the warnings 
recently issued, it should be used with greater 
caution and only in those cases where its use 
is definitely indicated. 


THE IMPORTANCE OF VOTING 

In the last presidential election only 51% of 
American voters went to the polls. We all real- 
ize that in a free country the right to vote is a 
privilege and a responsibility, and the voter is 
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truly exercising his citizenship rights. In a re- 
cent advertisement appearing in the Saturday 
Evening Post, presented by the Metropolitan 
Life Insurance Company, we noted that in 
Australia, 96% of those legally qualified to vote 
exercised this privilege. In Great Britain, 83% 
voted in 1951, and in Sweden, 80% voted in 
1950. 


In Western Germany, Canada and Israel, in 
elections within the past three years, 75%, 74% 
and 729% of the voters exercised this privilege 
respectively. With only 51% voting in the 
United States in 1948, we suffer considerably by 
comparison. We have heard repeatedly in recent 
years, that among the greatest offenders are the 
physicians, low in the voting columns. Yet, in- 
vestigations in many parts of the country show 
that members of other professions are more dere- 
lict in this function than are members of the 
medical profession. Likewise, farmers, laborers 
and members of various professional groups stay 
away from the polls in large numbers. 


The right to vote should be cherished by all 
free peoples, as they have fought for the right 
to obtain the ballot, and they should fight to 
defend it. We in Illinois, as well as in other 
states, have a choice of candidates which is not 
the case in many countries where going to the 
polls is a mandate, and where the voters find 
only one list of candidates. Our nation is made 
up of its individual citizens and each of us can 
tell our legislators what we expect of them, 
through our votes on election day. The ballot 
is truly the voice of the people, and no vote is 
actually lost even though it is not cast for the 
winning candidate, as those who win by a close 
margin realize that their individual activities 
will be watched rather closely by their con- 
stituents, and if they do not vote properly, they 
may not win at the next election. 


An interesting document was recently printed 
by the United States Government Printing Of- 
fice, on the subject “Comparison of Potential 
Voters and Actual Votes Cast by Counties in 
Each State in 1948-1950”. The material was 
presented by Senator Brewster of Maine on June 
21, 1952, and was ordered to be printed. The 
Senator believes that elected officials, political 
leaders regardless of party, civic and business 
organizations can render no greater service than 


to use this material to’ stimulate greaicr vote 
interest in the fight against apathy and indiffey. 
ence which has been developing among the elee. 
torate. In any county of the United States, 
anyone desiring to do so can subtract the vote 
actually cast from the number of potential voters 
to determine the number who failed to vote at 
the presidential election in 1948 and the guber-. 
natorial elections in 1950. 


In the State of Illinois we are informed there 
are 5,958,601 potential voters, while in 1948 
3,983,889 voted, and in 1950 the number of 
voters was further reduced to 3,622,573. The 
percentage voting in 1948 was slightly more than 
66%, which is considerably above the average 
for the nation. We frequently hear such an 
expression as “my vote wouldn’t count, anyway, 
so I didn’t go to the polls”. On looking over 
the records we note that Thomas Jefferson was 
elected President by one vote in the electoral 
college, and John Quincy Adams was elected by 
one vote. 


Rutherford B. Hayes was elected President by 
one vote, his election was contested and it was 
referred to the electoral college, where he won 
by a single vote. One vote gave statehood to 
California, Idaho, Texas and Washington. One 
vote therefore has been and could be again, the 
deciding factor in the election of a candidate, 
Physicians should be sure that they are properly 
registered and eligible to vote on election day. 
Then the physician’s office is an excellent place 
to check on many citizens of the community to 
see that they are not only registered, but will also 
go to the polls on election day. 


In some Illinois communities, a physician’s 
office holiday was declared on election day, while 
the physician himself endeavored to take friends 
to the polls. This can be done without any 
accusation whatever of partisan politics, for the 
voter has the Constitutional right to vote for 
the candidate of their choice. 


As an American entitled to exercise the privi- 
lege of voting, going to the polls is a citizenship 
responsibility. 

A voter is a STRONG citizen 
A non-voter is a weak citizen 
BE A STRONG CITIZEN 

Remember, if you do not vote, you have 10 

right to criticize. 


Illinois Medical Journal 
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UNITED STATES COURT OF APPEALS 
vS HOXSEY CANCER CLINIC 


Harry M. Hoxsey, a native of Illinois, began 
to promote his cancer treatment in Illinois about 
1924, which formerly was administered by his 
father, whom he stated was a doctor of veter- 
inary medicine. The treatment then known as 
the “Hoxide” treatment, was sold in a number 
of states. Government records show that Hoxsey 
had been convicted of practicing medicine with- 
out a license in Illinois, and was enjoined in the 
State of Iowa. In 1930 he was associated with 
Norman Baker of Muscatine, Iowa, in the op- 
eration of a cancer clinic. Baker was subsequent- 
ly convicted of violating the Iowa State Medical 
Practice Act, and sent to a penal institution. 
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Hoxsey first appeared in Dallas, Texas, early 
in 1936 when he opened the Bryan and Peak 
Caner Clinic. A fee of $300.00 was charged for 
the treatment. Business expanded, and the 
clinic was moved to more spacious quarters in 
Dallas. About 1946, according to the Govern- 
ment reports, an osteopath associated himself 
with the Hoxsey Clinic and later became its 
“Medical Director”. The medicines used in the 
Hoxsey treatment, were of two types; one for 
internal and the other for external treatment. 


nt by 
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, the § The latter consisted of a composition of several 
date. § escharotics. ‘The internal treatment composed 
erly § of two medicines known as the black or brown 
day. § medicine, and the pink medicine. The black or 


brown medicine is composed of cascara sagrada, 
potassium iodide, extracts of buckthorn, prickly 
ash, red clover blossoms, alfalfa, sugar and water. 


The pink remedy is composed chiefly of elixir 
of lactated pepsin containing variable amounts 
of potassium iodide. In addition to the above, 


tive treatment” consisting of preparations con- 
taining iron, urinary antiseptics, vitamins, laxa- 


for tives, and antacids is administered. In 1950 
the Government made an investigation of the 
ivi: @ Manner in which the Hoxsey Cancer Clinic is 
hip conducted. ‘The patient was met at the entrance 
by a receptionist who prepared a card containing 
the usual data, name, address, ete., then the 
patient went to a “history clerk” who took the 
patient’s history stressing previous diagnosis and 
treatment, name of physicians, and whether or 
no not a biopsy had been performed prior to the 


patient coming to the Hoxsey Clinic. From the 
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which constitutes the chief treatment, “suppor- — 


history clerk the- patient was sent to the labor- 
atory for routine blood and urine examinations, 
then was sent to the x-ray department. From 
the x-ray room, the patient was sent to the Medi- 
cal Director, who made the diagnosis and pre- 
scribed for the patient. Following this, the 
patient was sent to the business manager who 
arranged for the fee and its payment. Hoxsey 
told the inspectors that when the business man- 
ager experienced difficulty in arranging fees, 
payments, etc., the patient was brought to his 
office where he personally arranged for fees and 
payment. 

On leaving the clinic, patients were given 
shopping bag containing the so-called “supportive 
treatment” and the cancer medicine (either the 
brown or pink solution) which was referred to 
as “the tonic”. Usually a 30 day treatment was 
given. The patient was instructed to write to the 
clinic about his progress and to request additional 
medicine, which was shipped without further 
costs. At the time of the trial, the fee was said 
to be $400.00 per patient, and the patients came 
from every state in the country. 

The trial was based on the grounds that 
pamphlets and booklets used by Hoxsey con- 
stituted labeling which was false and misleading 
and misbranded the drugs when shipped in in- 
terstate commerce. These booklets contained 
testimonials from many allegedly cured patients. 
An extensive investigation was carried out in- 
volving more than 100 Hoxsey patients. At the 
trial much evidence was. presented on results 
of experiments showing the ineffectiveness of the 
Hoxsey drugs, and the testimony of many medi- 
cal experts was offered. In addition to the list 
of experts on cancer, more than 50 physicians 
from throughout the country gave of their time 
to testify for the Government. 

The Government presented scientific evidence 
that Hoxsey’s claimed “cures” fell into three 
categories ; 

1. Patients who had never had cancer and 

were treated for it at the Clinic. 

2. Patients who had been cured of cancer be- 
fore they went to the clinic and were treated 
for cancer. 

3. Patients who had cancer and still have it, 
or who have died under the Hoxsey treat- 
ment, 

The Circuit Court of Appeals reversed the judg- 
ment of the former trial judge, and directed 
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that Court to issue an injunction prohibiting the 
defendants from distributing in interstate com- 
merce brownish-black, and pink liquids intended 
for the treatment of cancer in man. Physicians 
in many parts of the country are frequently 
asked about the Hoxsey treatment for cancer, 
and it should be much easier following the de- 
cision of the Circuit Court of Appeals for the 

Fifty-fifth Circuit, to give the proper answer. 
The following important principles are laid 

down in the Circuit Court opinion, based on 

testimony by cancer experts. 

1. “There is only one reliable and accurate 
means of determining whether what is 
thought to be cancer is, in truth and fact, 
actually cancer. This requires a biopsy, 
a microscopic examination of a piece of 
tissue removed from the infected and dis- 
eased region.” 

2. “The opinion of a layman as to whether he 
has, or had, cancer, or a like opinion as 
to whether he has been cured and no longer 
bears the disease, if, in fact, it ever actually 
existed, is entitled to little, if any, weight.” 

3. “Despite the vast and continuous research 
which has been conducted into the cause of, 
and possible cure for, cancer the aggregate 
of medical experience and qualified experts 
recognize in the treatment of internal can- 
cer only the methods of surgery, X-ray, 
radium and some of the radio-active by- 
products of atomic bomb production.” 

4. “Upon such subjects a Court should not be 
so blind and deaf as to fail to see, hear and 
understand the import and effect of such 
matter of general public knowledge and ac- 
ceptance, especially where they are estab- 
lished by the overwhelming weight of dis- 
interested testimony”. 


Many physicians in Illinois and Iowa, as well 
as other parts of the country will recall the ac- 
tivities of Hoxsey some years ago, first when the 
cancer treatments were sold in Illinois, and later 
when he was associated with the Norman Baker 
Cancer Clinic at Muscatine, Iowa. Anyone de- 


siring more information on the suit against 
the “Hoxsey Cancer Clinic, a partnership, and 
Harry M. Hoxsey, an Individual”, may procure 
it by writing to the Federal Security Agency, 
Food and Drug Administration, Washington 25, 
D.C. 
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A COMPREHENSIVE MEDICAL 
MUSEUM FOR CHICAGO 


Frederick Stenn, M.D. 


One Saturday evening in 1898, Sir Willian 
Osler had completed rounds at the Johns Hop- 
kins Hospital and remarked to Maud Abbott, aft- 
er speaking to her about the Medical Museum of 
Sir Johnathan Hutchinson, “TI wonder now what 
an opportunity you have”. Chicago, too, has a 
real opportunity, as a growing medical center 
which undoubtedly will become, in the next 25 
years, the medical mecca of the world. No 
medical center can be great without a great 
medical museum, for the museum, as Sir Arthur 
Keith has said, “is an engine for the dissemi- 
nation of culture”. 

England takes pride in the splendid anatomic, 
morphologic and pathologic museum of John 
Hunter, half of which was destroyed by Nazi 
bombs in 1941. It is proud also of its compre- 
hensive Wellcome medical historic museum and 
the Wellcome museum of medical science. Every 
physician is delighted to examine the specimens 
prepared by Hodgkin, Addison and Sir Ashley 
Cooper, in the museum at Guy’s Hospital in 
London. No physician visiting Scotland would 
fail to pay homage to the excellent pathologic 
museum of the Royal College of Surgeons in 
Edinburgh. The beautiful wax models of every 
known skin disease at the hospital of St. Louis 
in Paris, is as much a treat as those in the 
Dupuytren museum. ‘The Vienna museum con- 
taining Rokitansky’s 12,000 specimens and the 
museums relating to sexual offenses, electrical 
burns and the medical legal institute are as much 
an advancement to medical culture as the vast 
Virchow collection at Berlin or the Ruysch col- 
lection in Stalingrad and Leyden. 


The Warren museum at Harvard, the Wistar 
institute of anatomy and biology, the Mutter 
museum in Philadelphia are small but splendid 
museums and our great Army medical museum 
has a world wide reputation for pathologic mate- 
rial and instruments. Inspired by this progress, 
Dr. David J. Davis wrote in 1929 — “In Chi- 
cago, there should be a great medical and health 
museum planned in broad lines and covering 
every phase of historical medicine. . .here should 
be depicted the natural history of disease in all 
its phases, together with the efforts of man, suc- 
cessful and unsuccessful, to combat its ravages 


Illinois Medical Journal 
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_, a medical museum properly organized, might 
serve the people in a medical way quite like the 
Art Institute serves them from the standpoint of 
art”. 

After surveying the medical museum facilities 
in the State of Illinois and museums throughout 
the couniry, we have learned that in our state, 
we have sufficient material to establish a mu- 
seum now, but it is scattered throughout the 
various medical schools, hospitals, garrets, base- 
ments, pawnshops and refuse heaps. Who can 
say what vast stores of splendid irreplaceable 
material passes into dust? 

A conception that some of us have of an ideal 
museum is, as Mr. Tom Jones has called it, “a 
medical visual aid institute”. not a mausoleum 
ora cemetery of pathologic specimens poorly pre- 
sented on a dusty shelf, not a warehouse or re- 
pository for mere purposes of storage, but a 
treasury into and from which materials flow and 
are made available for loan anywhere in the 
country. It is visualized as a potent, vivacious, 
active, magnetic institution devoted not alone 
to collection and preservation, but to research 
and study. This institution is visualized as 
embodying the entire culture of medicine from 
the earliest days to the most recent, and per- 
taining to every aspect of medicine; pathology 
being only one of its components. 

Every visual aid will be emphasized along with 
books, graphs, charts, EKG’s, encephalograms, 
kinematograms, slides, both gross and micro- 
scopic, anatomic and pathologic specimens, X-ray 
films with viewing boxes, drawings, maps, photos, 
autographs, transparencies, models in every 
medium, dioramas, panoramas, statuary, coins, 
stamps, phonographic records, living demon- 
strations, models illustrating appearance of the 
tonsil, larynx, esophagus, stomach, rectum, 
bronchus, ear, both normal and pathologic — 
all seen through instruments specifically designed 
for their exhibition. That section of the museum 
which pertains to the lung is an example of how 
it functions. The student is introduced to the 
pioneer in our knowledge of the lung — Hippoc- 
rates, Harvey, Lannec, Malpighi, Auenbruggher 
and Koch, and becomes acquainted with their 
contributions. He first sees anatomic specimens 
and models of the lung of the lower animal and 
then of man, and examines the normal histology 
through the microscope provided in the museum. 
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Then he passes to the specimens that illustrate 


embryology and from that to the specimens illus- 
trative of all types of pathologic change, gross 
and microscopic. Slides of bacteria responsible 
for pneumonia are at hand as also a complete 
set of chest X-rays. Through the bronchoscope 
he is privileged to see a wax model of the disease 
process. Charts and diagrams portray the 
clinical cause and medical and surgical thera-. 
peutics are presented with all types of visual aids: 
available in our proposed ideal museum. It will 
have at hand material that can be used for the 
various state board and specialty board exami- 
nations throughout the country. 

The best of scientific exhibits will be presented 
with the most modern techniques of the Museum 
of Science and Industry and the museums of 
Buffalo, Cleveland and Mexico City Health Mu- 
seum and will resemble very closely the inimi- 
table Wellcome museum which has been func- 
tioning since 1913. 

The historical method threads through the 
entire museum connecting the most remote past 
with its superstitious and empiric medicine, to 
the most recent and modern advances. It em- 
phasizes the venerable principles of ethics, sacri- 
fice, and high standards of the illustrious lead- 
ers of the past. Historical relics are rescued 
from reaching the garret or cellar, the pawnshop, 
private collections, and refuse heaps, and pre- 
sented to the advantage of the many. The mu- 
seum serves as a library from which material 
may be borrowed for purposes of lecture, ex- 
hibits or research. A restaurant, private study 
and consultation rooms and an assembly hall, 
mark -its attractive features. In its beginning, 
the museum will have to start in a small, modest 
way. Such a beginning has already been made. 

Approved by the American Medical Associa- 
tion and encouraged by the Institute of Medicine 
of Chicago and scientists throughout the coun- 
try, the Chicago Museum of Medical Science has 
been incorporated as a non-profit organization 
with the following officers: 


President: Dr. David J. Davis 
Vie Pres.: Mr. Tom Jones 
Treasurer: Dr. Thomas G. Hull 
Secretary: Dr. Frederick Stenn 


Advisory Board: 

Dr. Haven Emerson, New York 
Dr. Burrell Raulston, Los Angeles, Calif. 
Dr. Chevalier Jackson, Sr., Philadelphia 
Dr. Hobart A. Reimann, Philadelphia 
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Dr. Raymond B. Allen, Seattle, Wash. 
Directors : 

Dr. Morris Fishbein, Dr. Lester Dragstedt, 

Dr. Barry Anson, Dr. Percival Bailey, Dr. 

A. J. Carlson, Dr. George S. Coleman, Dr. 

Casper Epsteen, Mr. Herman Henkle, Dr. 

Archibald Hoyne, Dr. Otto Kampmeier, Dr. 

Joseph H. Kiefer, Dr. Arno Luckhardt, Dr. 

George J. Mohr, Dr. Samuel Soskin, Dr. C. 

I. Reed, and Dr. William L. Gregg. 

Can any one imagine a more brilliant addition 
to the medical firmament over Chicago through 
this all-comprehensive institution ? 

The interest of the medical profession is in- 
vited. 


MT. CARROLL HONORS 
3 VETERAN PHYSICIANS 


Mt. Carroll, a city of 2,000 population in Car- 
roll County, staged a triple party Sept. 7 for 
three physicians who have given the community 
a total of 167 years service. More than 1,000 
persons from Carroll and surrounding counties 
attended the party. 

The three men honored were: 

Dr. Rollin B. Rice, 85, born in Bristol, Wis., 
graduated in 1889 from the Physico-Medical In- 
stitute of Chicago, who practiced six years at 
Wheeling, Ill., before settling in Mt. Carroil in 
1895, and who retired three years ago. 

Dr. Samuel B. Colehour, 77, born in Mt. Car- 
roll, graduated from National Medical College of 
Chicago in 1899, who practiced in Mt. Carroll, 
except for his service in France during World 
War I, up to his retirement a year ago. 

Dr. G. E. Mershon, 75. born in Mt. Carroll 
and graduated in 1901 from Barnes Medical 
College at St. Louis. who is still practicing in 
Mt. Carroll. His father, Dr. Joseph I. Mershon, 
served the town for 27 years, and his brother, the 
late Dr. Joseph Mershon, also practiced there. 
His son, Dr. Donald Mershon, is a surgeon at 
Grant Hospital, Chicago, and his son-in-law, Dr. 
Henry ©. Rosenstiel, is on the staff of the Veter- 
ans’ Hospital in Albuquerque, N.M. 


The celebration, held in a natural amphithea- 
ter on the beautiful campus of Shimer College, 


which is holding its Centennial this yeur, was 
attended by groups representing the [Illinois 
State Medical Society, the Carroll, Jo Waviess, 
Ogle, Stephenson, Lee and Whiteside County 
Medical Societies. 

Representing the State Society were: Dr. Leo 
P. A. Sweeny of Chicago, president; Dr. Harold 
M. Camp of Monmouth, secretary; Dr. F. Lee 
Stone of Chicago, chairman of the Council; Dr. 
C. Paul White of Kewanee, immediate past pres- 
ident; and Dr. Joseph 8. Lundholm of Rockford, 
1st district councilor. 

Dr. Roland R. Cross, director of the Illinois 
Department of Public Health, represented the 
state. Dr. Joseph B. Schreiter of Savanna, 
Illinois’ oustanding general practitioner for 
1952, also attended. 

Principal speaker was Dr. James H. Hutton 
of Chicago, a former president of the Illinois 
State Medical Society. The toastmaster was Dr. 
Ray H. Petty of Mt. Carroll and Aaron J. Brun- 
baugh, Ph.D., president of Shimer College, wel- 
comed the group. Dr. Edmond A. Flexman of 
Milledgeville, president of the Carroll County 
Medical Society, also spoke briefly. 

Musie was provided by the Mt. Carroll High 
School Band the director of which, Fred M. 
Hubbell, had composed a brief concert march, 
“Doctors Dauntless,” to honor the three guests. 
The invocation was given by the Rev. Joseph 
Burrows, minister of the First Methodist Church 
of Mt. Carroll. 

As a memento of the occasion, each of the 
three physicians received from Ralph M. Eaton, 
Mt. Carroll attorney, an illuminated scroll at- 
testing to the community’s appreciation of their 
services. Each scroll was signed by hundreds of 
citizens of Mt. Carroll, who had taken the trouble 
to go to the shops in town where the sheets were 
kept available for signers. 

Since each of the three physicians had been 
practicing obstetrics in the county for half a cen- 
tury, most of those present had been helped into 
the world by one or another of the trio. The 
committee kept them straight by providing tags 
designating each participant as a “Dr. Rice 
Baby,” a “Dr. Colehour Baby” or a “Dr. Mer- 
shon Baby.” 
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The Medical Economics Committee. 


MEDICAL ECONOMICS 


John R. Wolff, Chairman, Walter C. Bornemeier, 
Edward W. Cannady, Roland R. Cross, Jr., E. F. Dietrich, W. W. Fullerton, Edwin F. 
Hirsch, Frederic T. Jung, W. R. Malony, Caesar Portes, William Requarth, Frederick W. 
Slobe. 


The Physician and the Voluntary 
Health Agencies 


Edward W. Cannady, M.D. 


East St. Louis 


The citizens of Illinois contribute more than 
six million dollars every year to the voluntary 
health agencies operating in the state. Pennies, 
nickels, dimes and dollars come from thousands 
of people. Most of the funds raised are used 
within the state for education, service and re- 
search, ‘The attitude and cooperation of the 
medical profession are of importance both to 
the donors and to the agencies in the operation 
of their programs. 

A survey was made to determine the amount 
raised by each voluntary organization functioning 
in Illinois. The following table indicates funds 
raised or expended during the latest available 
fiscal year by those organizations replying to the 
questionnaire. A few organizations did not reply 
to the request for information. ‘The statistics 
on most of the Chicago agencies was furnished 
through the courtesy of the Chicago Association 
of Commerce and Industry but stated expendi- 
lures rather than receipts. Those organizations 


For October, 1952 


which are not entirely health agencies such as 
the Red Cross are not included. 


FUNDS RAISED 
OR EXPENDED** 


AGENCY 

American Cancer Society (1951) ........ 910,246.66 
Illinois Tuberculosis Association (1950) 737,779.31 
Tuberculosis Institute of Chicago & Cook 

Chicago Consumption Aid Society (1949)  160,463.00* 
Chicago Heart Association (1949) ...... 327,850.00* 
Illinois Heart Association (1951) ...... 89,881.67 
Illinois Epilepsy League (1951) ....... 15,015.00 
Illinois Association for the Crippled 

Illinois Society for Prevention of Blind- 

National Foundation for Infantile Paraly- 

Arthritis and Rheumatism Foundation 

Leukemia Research Fund (1951) ......: 25,000.00 
Central Society for Chronically Il] (1949) 32,902.00* 
Chicago Nutrition Association (1949) .. 1,230.00* 
Chicago Tumor Institute (1949) ........ 76,792.00* 
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{llinois Social Hygiene League (1949) . 5,454.00* 
Infant Welfare Society of Chicago (1949) 234,155.00" 
{Institute for Psychoanalysis (1949) 89, 888.00* 
Planned Parenthood Association (1949) , 77,731.00" 


*EXPENDED 
Winfield Tuberculosis Service, Inc. (1949) 289,584.00* 


United Cerebral Palsy of Illinois 


(including Chicago) (1951) ......... 248,000.00 
Sister Elizabeth Kenny Foundation (1951) 3,602.10 
Chicago Diabetes Association (1951) ... 3,375.50 


**1950 figures on expenditures of the Chicago agencies 


show no significant difference. 


*EXPENDED 

\t is generally 
health agencies serve a useful and necessary pur- 
pose in the fields of preventive and therapeutic 


agreed that the voluntary 


medicine. In most instances they have been es- 
tablished by enthusiastic physicians who have en- 
listed the cooperation of allied professions and 
interested lay groups, Diseases serviced by these 
organizations accounted for more than 61,000 
deaths in Illinois in 1950, a fraction of the prob- 
able morbidity rate. ‘The voluntary programs 
are financed by publie gifts and are controlled 
by medical and lay direction without govern- 
mental interference or supervision. Many con- 
tend that successful voluntary health programs 
typify the American way of doing things and 
are a strong barrier against the inroads of in- 
creasing number of government agencies and 
socialized medicine. Unfortunately a few phy- 
sicians fear that such voluntary agencies might 
promote socialized medicine. However, a study 
of the purpose, history and programs of most 
of the recognized voluntary agencies shows that 
they have presented an effective means of ac- 
complishing better health conditions without the 
need of government control. ‘he decrease in 
mortality and the improved care of tuberculosis, 
adequate care of the child with poliomyelitis, 
early cancer detection, prevention of blindness, 
care of the crippled, and the increased recovery 
from some vascular lesions following the use of 
anticoagulants are just a few of the accomplish- 
iments made possible through the voluntary health 
agency programs which are directed by physicians 
and financed by public contributions. The more 
that can be accomplished through voluntary ef- 
forts, the less likelihood will be the demand for 
government contro) and direction of such pro- 
grams. 

Does the physician have any responsibility to 
the voluntary health agencies and to the public 


supporting these agencies? The layman has the 


right to expect the physicians of his con munity 
fo supervise and insist upon the judiciou- use of 
the funds entrusted to these organizations, Jp 
some communities in I)linois physicians are being 
criticized for refusing to lead and Cooperate in 
the professional and scientific programs of these 
agencies, Efficient use of such funds usually 
produces benefits to an entire community. The 
Jay members of these organizations request the 
advice of their medical members and recognize 
that it is impossible to conduct a successful and 
useful program without such guidance. A few 
physicians have refused to assist in the work of 
the voluntary health agencies stating that they 
were not in sympathy with the local, state or 
national programs or policies. Surely the phy: 
sician is in an enviable position and should ex- 
ert his influence in changing programs and poli- 
cies which he sincerely believes are detrimental to 
the public welfare and the interests of his own 
profession. Such refusal to serve has been in- 
terpreted in some communities as an unwilling- 
ness on the part of the physician to spare time 
from a busy practice to assist in improving the 
health facilities and standards of his area. In 
what better way is the physician prepared to 
show community interest than by participating 
in the work of such organizations? 


How should the physician cooperate on a local 
basis in the work of the voluntary health agency? 
During the past few years numerous organiza- 
tions have appealed to the public for support. 
The county medical society should investigate 
these agencies and determine that their scientif- 
ic programs are worthy of public and profession- 
al support. Such information should then be 
made available to the public. The organization 
of the local or county chapter of a voluntary 
health agency should not be encouraged by 4 
community until such approval has been given 
by the county medical society. If the agency 
is approved the support of enthusiastic physicians 
is necessary for successful organization and oper- 
ation, Without such support the chapter will 
never be able to serve as useful a purpose to the 
community, The lay public recognizes the need 
of these programs but will not participate unless 
assured of active medical leadership. 

The civic minded physician should welcome 
the opportunity to participate and lead in the 
work of these groups. The policy of the majority 
of health agencies operating in Tllinois allows 
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yetention of at least half the funds for local use. grams of their local voluntary health agencies. 


he state organization requires some financial he physician is wel] prepared for such a civic 
qssistance and the balance usually goes to the minded endeavor. We are often accused of not 


national office for research, educational and ad- being interested and participating in civic enter- 


unity 


Use of 
UNS, In 
Te being 


‘rate in Jf ministrative purposes. The local physician is prises. We must accept our responsibilities of 
of these primarily concerned with the funds spent for citizenship and participate in community service 
usually HF the program in his own community. This pro- problems. 
y. The gram should be one that is approved and super- Most voluntary agencies do not furnish direct 
west the vised by the medical profession. Most of the care to the patient and the question of a local 
wognize county chapters have medical advisory commit-  physician’s fee is seldom encountered. However, 
ful and ff jos and the purpose of these committees is to ad- the program of a relatively few agencies is such 
A few 9 jise on all matters relating to professional pro- that the local physician is paid for direct services 
vork of ff grams. The physician can serve a very useful to a patient. In most cases the physician’s fee 
at they purpose to his community and profession by has been recognized as fair but on a few occasions 
tate or serving on these boards. Unfortunately in some it has been charged that the physician collected 
le phy- Hf areas a few county medical societies have been an exorbitant fee from the local chapter of a vol- 
wld ex- apathetic toward the programs of voluntary untary health agency. An executive director 
d poli- ff health agencies and have refused the agencies’ of an agency stated, “We have never tried to 
ntal to requests to appoint a medical advisor or advisory dictate the fees charged by the medical profes- 
\s OWN ff committee. It is impossible for any health agency sion. We have asked the doctors to give us every 
en. ine to serve a useful purpose without adequate med- consideration and not to try to overcharge for 
‘ illing- ieal supervision and it is the duty of the profes- the care of our patients. There have been some 
e time FF sion to furnish to approved agencies adequate situations in Dlinois where our county chapters 
ng the supervision. This also protects the medical pro- paid what they termed exorbitant fees. Never- 
1. It ff fesion from practices which might prove harm- theless the fees were paid. Situations like that — 
red to ful to the physicians of the community. do not help the medical profession.” The local 
pating Active participation by the physician will physician caring for patients supported by vol- 


protect the public from the entry of quacks and = untary health agencies should be unusually care- 


1 local cultists into the programs of the voluntary health ful in setting a fair fee for this work. More 
ency? ff agency. The efficiency of most agencies is im- active cooperation by physicians will help in pre- 
aniza- proved by medical supervision. It may be true venting those rare abuses which have cast a re- 


that there is a duplication of services by some flection on the entire profession. 
local voluntary health agencies. Possibly some There is a multiplicity of campaigns for funds 


health agencies have outlived their usefulness for voluntary health agencies. ‘The physician 
and their purposes have been largely accom- must help the confused layman in determining \ 
plished. Such programs should be curtailed. which agencies are worthy of his support. The 
Other agencies might be able to use the funds medical profession might even consider leading 
more advantageously. Only the physician can the way toward a combined financial campaign 
detect many of these facts, for the support of these agencies and advise in 


Active local programs require the personal proper distribution of funds. In many commu- 
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euey ff services of the physician on numerous occasions. nities the public, industry and labor are demand- 
cians His ethical participation in such programs should ing a satisfactory solution to this perplexing 
oper not be discouraged by insinuations that he is ad- problem. Unfortunately a few voluntary health 
will vertising and soliciting patients, On some occa- organizations either prohibit or discourage par- 
» the sions such accusations by their professional asso- ticipation by their local groups in a combined 
need ff ciates have caused reluctance on the part of afew fund raising drive. The wisdom of such a policy 
nless enthusiastic physicians to participate in the pro- is being seriously questioned in many areas. 
some 
the 
lows 
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OUR AUXILIARY CAN HELP 


We are in the midst of an historical Presi- 
dential election campaign. “We have come to a 
crucial crossroads in the life of the Nation. 
Looking back to what brought us here we see 
a series of wrong turns, made because We-the 
People — All the People — didn’t vote. The 
government has come close to being For the 
People and not By the People because too many 
didn’t make the effort to be counted. 

Women voted for the first time in the 1920 
election after a long and bitter fight to be rec- 
ognized as citizens. The total percentage who 
voted that year was only 49.3. In 1900 75.5 
percent of the men had voted. The ladies didn’t 
do so well. In 1948 51 per cent went to the 
polls. It is truly hard to believe that almost 
half of us weren’t there on that important day. 

Why don’t people vote? The reasons we hear 
aren’t really reasons, just-poor excuses. There’s 
the complacent woman who says “I always let 
my husband take care of those things”. We find 
the other kind who closes her mind to the world’s 
problems by saying; “My children keep me so 
busy I can’t keep track of politics’. We all 
know the sophisticate whose chief remark is 
“What’s the use? 'There’s nothing I can do.” 

The value of one vote must be belittled. It 
is a prize which many millions have lost and 


CORRESPONDENCE 


which we must fight to keep. One vote could 
change the world. One vote with another and 
another finally adds up to majorities. The candi- 
date listens to the voter — as does the elected 
representative. He too knows the arithmetic 
of voting. 

Did you vote in 48, and in 50? Did the doctor 
vote? And his nurse, the secretary, the milk- 
man, the grocery clerk, the patients and every- 
one you both see and talk to regularly? Ou 
area of concern is admittedly a small one. We 
must accept the responsibility of leadership by 
being sure our own habits of citizenship cannot 
be criticized. If we are registered and vote we 
can urge others to do the same. 

What can we do? In many communities there 
are other non-partisan groups concerned with 
“Getting-Out-The-Vote”. Work with them to 
make sure there is no duplication of effort. The 
knowledge that others are interested may act as 
a stimulus to these activities. They will all wel- 
come help. The Voters’ Service Committees of 
the League of Women Voters are arranging not- 
partisan candidates meetings in many places. 
We have much to gain by being part of such 
larger programs. A doctor’s wife can point up 
issues by asking questions regarding a candidate's 
stand. 

As a group we must always work on a nol 
partisan basis. We must be sure that every 
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doctor, purse, and other professional person is 
registered and votes. It can be our responsibility 
to see that every ambulatory resident of nursing 
homes, old peoples’ homes, and hospitals gets to 
the polls. We can remind every out-of-his- 
county patient in the hospitals to secure absentee 
ballots. ‘This is a tangible job which would help 
many people to vote. 

As individuals we can work for the Party of 
our choice. We can join the Healing Arts Com- 
mittees in our counties and work with them to 
elect their candidates. We can be informed and 
then talk, ring door bells, write letters, and urge 
every one to Vote, 

The Privilege of Freedom carries with it the 
Responsibilities of Freedom — a: voice in the 
Government. It is Your Business. : 


AMERICAN GERIATRICS SOCIETY 
JOURNAL 


The American Geriatrics Society announces 
that effective with January 1953 they will pub- 
lish their own official periodical to be called “The 
Journal Of The American Geriatrics Society.” 
Dr. Willard ‘Thompson, of Chicago, is President 
of the Society and will edit the journal. Dr. Mal- 
ford Thewlis of Wakefield, R. I., is Permanent 
Secretary. All physicians interested in diseases of 
the aging are invited to join the society. The 
new journal will be published for the Society by 
The Williams & Wilkins Company, of Baltimore, 
Maryland. 


CLINICS FOR CRIPPLED CHILDREN 
LISTED FOR NOVEMBER 

Doctor Herbert R. Kobes, director of the Uni- 
versity of Illinois Division of Services for 
Crippled Children, has released the November 
schedule of clinics for physically handicapped 
children. The Division will count 17 general 
clinics providing diagnostic orthopedic, pediatric, 
speech and hearing examinations along with 
medical social and nursing services. There will 
be 4 special clinies for children with rheumatic 
fever and 1 for cerebral palsied. 

Clinics are held by the Division in cooperation 
with local medical and health organizations and 
groups, hospitals, civic and fraternal clubs, and 
other interested groups. Any private physician 
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may refer or bring to a convenient clinie any 
child or children for whom he may want exami- 
nation or may want to receive consultative serv- 
ices. 

The November clinics are: 

November 4 — Shelbyville, Veterans’ Center 

November 5 — Joliet, Will Co. T. B. Sani- 
tarium 

November 6 — Jacksonville, Our Saviour’s 
Hospital 

November 6 — DuQuoin, Marshall Browning 
Hospital 

November 7 — Evanston, St. Francis 

November 11 — Peoria, St. Francis Hospital 

November 11 — East St. Louis, St. Mary’s 
Hospital 

November 12 — Hinsdale, Hinsdale Sanitar- 
ium 

November 12 — Alton, Alton Memorial Hos- 
pital 

November 13 — Springfield, St. John’s Hos- 
pital 

November 13 — Rockford, St. Anthony’s Hos- 
pital 

November 13 — Elmhurst (Rheumatic Fever), 
Memorial Hospital of DuPage County 

November 14 — Chicago Heights (Rheumatic 
Fever), St. James Hospital 

November 18 — Casey, High School 

November 19 — Evergreen Park, Little Com- 
pany of Mary 

November 19 — Springfield (Cerebral Palsy), 
Memorial Hospital 

November 20 — Bloomington, St. Joseph’s 
Hospital 

November 20 — Fairfield, Fairfield Memorial 
Hospital 

November 21 — Chicago Heights (Rheumatic 
Fever), St. James Hospital 

November 25 —- Effingham (Rheumatic 
Fever), Douglas Township Building 

November 25 — Peoria, St. Francis Hospital 

November 26 — Aurora, Copley Hospital 


UROLOGY AWARD 


The American Urological Association offers 
an annual award of $1000.00 (first prize of 
$500.00, second prize $300.00 and third prize 
$200.00) for essays on the result of some clinical 
or laboratory research in Urology. Competition 
shall be limited te urologists who have been in 
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such specific practice for not more than five years 
and to men in training to become urologists. 

The first prize essay will appear on the pro- 
gram of the forthcoming meeting of the Ameri- 
can Urological Association, to be held at the 
Hotel Jefferson, St. Louis, Missouri, May 11- 
14, 1953. 

For full particulars write the Executive Sec- 
retary, William P. Didusch, 1120 North Charles 
Street, Baltimore, Maryland. Essays must be 
in his hands before January 15, 1953.” 


WANTED BY THE FBI 


CLARENCE GEORGE SUTHERLAND, 
WITH ALIASES PAT SUTHERLAND, 
“RAKEHANDLE” SUTHERLAND 

Clarence George Sutherland, while employed 
as a used car salesman, Ft. Lauderdale, Florida, 


took a 1949 Chrysler Windsor Convertible Coupe 
from the owner under an agreement to sell at 


the used car lot where he was employed and, if 


not sold within 10 days it would be returned to 
the owner. The automobile was never placed on 
the lot and Sutherland, accompanied by a girl 
friend, traveled in the car to Atlanta, Georgia, 
in July of 1950. At Atlanta, Sutherland 
abandoned the girl and disappeared with the car. 

On August 4, 1950, a federal complaint was 
filed at Miami, Florida, charging Sutherland 
with the interstate transportation of a stolen 
motor vehicle. Sutherland has no known prior 
criminal record. 

Sutherland was inducted into the United 
States Army, December 7, 1943, at Chicago, Illi- 
nois. He received a disability discharge on April 
4, 1944, because of asthma and was declared 
totally unfit for military service. To date no 


record has been located of his having ‘received 
treatment at a veterans hospital. It is /elieved 
he may have sought private treatment in view of 
his being wanted. 

Sutherland is described as white, male, age 
40, born June 9, 1912, Peoria, Illinois, height 
5’ 10” to 6’ weight 175 to 210 lbs., build heayy 
with erect carriage and broad shoulders, hair 
black, curly, graying at temples, eyes brown, 
complexion dark, occupation used car salesman, 
clerk, truck driver. 

Any person having information which may 
assist in locating Sutherland is requested to im- 
mediately notify the Director of the Federal 
Bureau of Investigation, United States Depart- 
ment of Justice, Washington, D. C., or the Spe- 
cial Agent in Charge of the division of the Fed- 
eral Bureau of Investigation nearest his city, the 
address and telephone number of which appear 
in the front pages of the local telephone diree- 
tory. 


MERCY HOSPITAL INTERN- 
RESIDENTS ALUMNI ANNUAL 
MEETING 


The Merey Hospital Interne-Residents Alum- 
ni Association is holding its fifth annual re- 
union on November 1, 1952. 

The program begins in the morning with a 
Memorial Mass in the Hospital Chapel with a 
Scientific Program following in the John B. 
Murphy Amphitheatre. Luncheon will be served 
in the Hospital dining room. 

Informal dinner-dance at the Blackstone Hotel 
in the Grand Ballroom beginning with cocktails 
at 6 p.m. 


NEW HEART ASSOCIATION 
JOURNAL 


“A new bimonthly scientific journal “Circv- 
lation Research”, the only publication devoted 
exclusively to reports on fundamental studies 
related to the heart and circulation, will be is 
sued by the American Heart Association, begil- 
ning January, 1953. The editor will be Dr. 
Carl J. Wiggers, Professor and Director, Depart- 
ment of Physiology, Western Reserve University 
School of Medicine, Cleveland. Dr. Robert 8. 
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Alexander, Associate Professor of Physiology at 
the same institution, will be Assistant Editor. 

The present publication of the American Heart 
Association entitled “Circulation” will continue 
as a separate journal under the editorship of 
Dr. Thomas M. McMillan, Philadelphia. This 
publication will concentrate more fully on clin- 
ical problems and applied research, as distin- 
guished from fundamental research in the cardio- 
vascular field. 

For further information regarding subscrip- 
tin to “Circulation” or “Circulation Research” 
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RESERVE OFFICERS TO RECEIVE 
CREDIT POINTS FOR ATTENDING 
ASSOCIATION OF MILITARY 
SURGEONS ANNUAL MEETING 


Reserve credit points may be earned by medical 
service Reserve Officers for attendance at the 
daily sessions of the forthcoming 59th annual 
meeting of the Association of Military Surgeons 
the Department of Defense has announced. 
Eligible medical officers of the Army, Navy, and 
Air Force Reserves may participate, and the 
authorization covers physicians, dentists, veter- 


Alum- 

al te- inarians, nurses, Women’s Medical Specialist and 
Medical Service Corps officers. 

‘ith a The various sessions of the meeting, which will 

ith a be held at the Statler Hotel in Washington, D. 

n B. (., November 17-19, under the presidency of 

erved Major General Harry G. Armstrong, Surgeon 
General of the Air Force, are recognized as being 

Hotel devoted to subjects having direct military appli- 

tails cation. Therefore, it will be an excellent op- 


portunity for Reserve Officers to be brought up 


to date on the latest developments of military 
medicine. 

Point credits will be awarded on the basis of 
one point for each day of attendance, provided 
meetings attended total more than two hours. 
Registration for point credits will be handled 
by representatives of Second Army, Navy Bureau 
of Medicine and Surgery, and First Air Force. 
Properly authenticated reports will be rendered 
to all Army Headquarters, Naval Districts and 
the Reserve Recording Unit, and Numbered Air 
Forces. 


VA COURSE IN PSYCHIATRY 
AND NEUROLOGY 


The Veterans Administration is instituting a 
four-month intensive training course in psychia- 
try and neurology to fit the needs of physicians 
without such previous training who are assigned 
to duty in 22 predominantly psychiatric hospitals. 
Physicians who have been engaged in general 
practice may request this training upon applying 
for a position at one of these hospitals. 

The course will be held at the VA Hospitals 
in Coatesville, Pennsylvania; Palo Alto, Cali- 
fornia; and a joint Downey-Hines, Illinois, pro- 
gram near Chicago, Illinois. Physicians will be 
employed at salaries commensurate with their 
training and experience (salary range: $5,500 
to $11,800 per annum) and assigned to the 
course with travel and per diem for the four- 
month period. 

Information and applications may be obtained 
from your nearest VA Hospital or Regional Of- 
fice, or by writing to the Chief Medical Director, 
Veterans Administration Central Office, Wash- 
ington 25, D. C. 
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WHERE A FEW OF YOUR TAX 
$’s GO 

Congress has appropriated approximately $1,- 
700,000,000 for all functions of the Federal Se- 
curity Agency for the fiscal year ending June 
30, 1953. The following amounts are now avail- 
able for important medical functions of the 


agency : 
Office of Vocational Rehabili- 

tation $ 22,250,000 
Food and Drug Administration 5,600,000 
Children’s Bureau 28,600,000 
Bureau of Public Assistance 1,000,000,000 
Tuberculosis Control 8,240,000 
Venereal Disease Control 9,850,000 
Assistance to States-General 16,150,000 
Cummunicable Disease Control 5,919,750 
Engineering, Sanitation, and In- 

dustrial Hygiene 3,700,000 
Alaska- Disease and Sanitation 

Investigations and Control 1,107,500 


Building and Facilities, Cincin- 
nati, Ohio 300,000 
Hospital Construction Grants- 
Obligational Cash 
Grants for Hospital Construction- 


75,000,000 


Obligational Cash 59,700,000 
Hospital Construction Adminis- 

trative Expenses 1,200,000 
Hospitals and Medical Care 33,688,000 
Foreign Quarantine Service 3,065,000 
Office of Surgeon General 3,170,250 
National Institutes of Health 59,030,750 
National Cancer Institute 17,887,000 
Mental Health Institute 10,895,000 
National Heart Institute 12,000,000 
Dental Health Institute 1,650,000 
National Institutes of Health- 

General Funds 16,598,750 


NEWS FROM A.M.A. WASHINGTON OF- 
FICE. Philadelphia Med., Aug. 30, 1952. 


EARLY DIAGNOSIS OF MARIE- 
STRUMPELL ARTHRITIS 


The onset of Marie-Strumpell arthritis js 
usually insidious. ‘The patient (gencrally 
young man) becomes aware of aching in the Joy 
back. He finds that on arising in the morning 
his back is uncommonly stiff. The stiffness 
and back pain gradually subside during the day, 
Before long his back discomfort awakens him 
during the second portion of the night and he 
finds it necessary to get up and move about to 
obtain relief before he can sleep again. Some- 
what later his back pain and stiffness require 
that he spend the second portion of the night in 
a chair. He begins to lose some of his normal 
healthy appetite and notices a slow loss of 
weight. By this time the back pain and stiffness 
do not leave during the day and he notices that 
he holds his back unusually straight. Coughing 
and sneezing begin to cause him much pain be- 
tween the shoulder blades. He finds it is in- 
creasingly difficult to back his car out of the 
garage since he cannot turn his neck freely. At 
all times he is sure that his trouble is in his 
back, although there may begin to be some stiff- 
ness in his hips and later in the shoulders. At 
any time during the progress of this crippling 
disease the patient may inexplicably find hin- 
self better for a time, only to have the symptoms 
return later and continue their progression. In 
some cases progress of the disease is acute and 
rapid, while in others it is slow, with many re- 
missions. As the disease progresses, there is 
bony fusion across the sacroiliac and apophyseal 
joints, as well as ossification in the collateral 
ligaments of the spine. As the amount of fusion 
increases the pain decreases. When fusion occurs 
there is, of course, permanent stiffness. Charles 
M. White, M.D., Marie-Strumpell Arthritis (I- 
cluding A Survey of 41 Cases Treated With X- 
ray.) J. Kansas M. Soc., Aug. 1952. 
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se On November 14, 1921 at 4:00 o’clock in 
oiend Physiological Journal Club Room 17 at the 
ry Te University of Toronto. Dr. Banting and Mr. 
wanes Best presented a report entitled “Pancreatic 
ryseal Diabetes”. The first two papers reporting the 
aval results of their work were published in February 
usion 1922 and May 1922 in the journal of Laboratory 
ccurs and Clinical Medicine, Vol. 7. The official titles 
aries were “The Internal Secretions of the Pancreas”, 
(In- pp. 251 and “Pancreatic Extracts”, pp. 464. 
h_X- Since these original publications, there has been 
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Diabetes Mellitus — An Orientation 


Cecil Striker, M.D. 
Cincinnati, Ohio 


insulin era, when life expectancy was at a maxi- 
mum of from two to three years. Then, too, 
who has forgotton the complete invalidism of 
diabetics who were kept alive “to die of starva- 
tion”. Diabetic coma almost invariably meant 
death, and surgery in the diabetic was a battle 
between the surgeon and the internist. Today, 
we see the juvenile diabetic growing into adult- 
hood as “normal” citizens accepting all of the 
responsibilities thrust upon him. Pregnancy in 
the diabetic no longer is prohibited and the mor- 


over thirty thousand articles written, concerning 
the experimental and clinical uses of insulin, in 
addition, to which, there has been an unfolding 
of a new experimental era in carbohydrate me- 
tabolism., 

It is not necessary to list many of the dramatic 
changes that have taken place since the discovery 
of insulin. Too many physicians can recall the 
pathetic state of the juvenile diabetic in the pre- 


Presented at the Annual Meeting, Ill, State Med. 
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tality of the off-spring is not too high to allow 
diabetic mothers to carry on. Life expectancy 
of the diabetic now approaches seventy years, 
only slightly short of normal expectancy. 

Even bolder advances are being made. Dia- 
betics are now candidates for insurance, which 
heretofore, has been denied them. All of these 
tremendous advances are of comparatively rapid: 
speed, but in spite of these, greater challenges 
are before us. degenerative processes which 
are disproportionately high in the middle aged 
and elderly diahetic, force us to concentrate our 


researches on the all too common complications, 
such as retinopathy, coronary disease, renal com- 
plications and peripheral vascular disturbances. 
It may be, that these are not the complications 
of diabetes, but are the concomitants. That is: 
in individuals who have diabetes there may be 
more fundamental disturbances and diabetes may 
be only a single expression of that disturbance. 

Vital statistics show that between thirty and 
thirty-five thousand people die annually in the 
United States of diabetes. A recent intensive 
survey in New England showed that in a small 
homogeneous population, for every three known 
diabetics in this area an unknown diabetic was 
found. Further, vital statistics show that dia- 
betes has gone from 22 to 8 as the cause of death 
in the United States. 

These data indicate that diabetes is now a 
public health program and that intensive public 
health programs are necessary to track down the 
unknown diabetic. This responsibility has been 
assumed by the American Diabetes Association 
and ways and means have been devised for the 
entire medical profession to actively engage in 
a nation-wide detection program. ‘This has been 
carried on by the American Diabetes Association, 
with the recommendation that a complete uri- 
nalysis be done and further suggestions of meth- 
ods for mass blood sugar determinations have 
been outlined. These blood sugar determina- 
tions can be accomplished as easily as the mass 
x-ray program is carried out. Further, the 
American Diabetes Association has assumed the 
responsibility of the publication of a magazine 
for the lay diabetic. This is called the ADA 
Forecast. The object of this publication is to 
give the diabetic accurate, complete and under- 
standable information about his condition. The 
Diabetes Office of the United States Public 
Health Service has joined hands with the Amer- 
ican Diabetes Association to undertake more in- 
tensive surveys to find the unknown diabetic. 
Thus for the first time accurate data will be 
established and more complete knowledge will 
be obtained about the prevalence of diabetes. 

There are in the United States many local 
diabetes Associations actively engaged in the 
study of various aspects of the disease. Many 
of these local associations have separate divisions 
for scientific discussions and for lay meetings. 
hese lay meetings are important, as the patient 
himself can learn and participate in discussions 


about his illness. In Cincinnati, our pr«fession. 
al division has been organized since 1/5, We 
meet monthly for discussion. The other division 
named The Cincinnati Diabetics’ Associaiion has 
a membership of over 450. This diabctic’s ag. 
sociation meets quarterly and has its own inter- 
nal organization and prepares its own programs, 
Similar organizations are established in New 
York City, Philadelphia, Cleveland and other 
areas. There are in fact or in organization % 
local organizations in the United States. Al] 
of these are able to receive the advice and help 
of the American Diabetes Association. 

Further, the American Diabetes Association 
has assumed the responsibility of preparing a 
manual for the treatment of diabetes for use by 
the physicians. This manual attempts to out- 
line the minimal requirements for the handling 
of the diabetic and it is to be hoped that no dia- 
betie will receive less treatment than is outlined 
in this hand-book. In addition to this, the asso- 
ciation has recommended an insulin syringe, 
which for the first time, will make it possible 
for diabetics to obtain a syringe which will pre- 
vent errors in the dosage of insulin. This is 
exceedingly important as many serious accidents 
have been recorded due to mis-understandings 
in the use of syringes, and further, the diabetic 
who travels will no longer be obliged to have 
difficulty because of a different type of syringe 
obtained, following an accident to the syringe 
that he had been accustomed to. These syringes 
are made by the reputable manufacturers. I 
would suggest that vou advise your patient to 
ask for the official ADA insulin syringe when 
purchasing one. In addition to these activities 
the ADA publishes the journal—Diabetes. This 
contains original articles, abstracts of papers on 
diabetes and other valuable information. This 
magazine is available to the entire profession. 

Thus you see, the American Diabetes Asso- 
ciation has assumed the responsibility of pro- 
tection of and the dissemination of knowledge 
for the diabetic, as well as scientific information 
for the profession. 

What are some of the problems that confront 
us in handling the diabetic? The more impor- 
tant ones in my mind relate to the type of diet, 
complications (retinopathy, gangrene), ketosis. 
hypoglycemia and psychological factors. [I am 
confident that this entire meeting could be de- 
voted to any one of these topics, but as I see it 
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my responsibility consists in throwing into fairly 
short focus each one of these and trying to inte- 
grate all of them. 

In the pre-insulin era, it was imperative that 
all diabetics be placed on a submaintenance diet. 
It was the choice between life and death. Life 
being defined as a state of chronic malnutrition 
with almost total disability. Subsequent to the 
discovery of insulin, diets were rapidly expanded 
and yet for a long period in all quarters and even 
now in a few quarters rigid dietary programs are 
prescribed with complete subservience to the 
wales. Not a few patients are advised, yes, 
commanded to weigh every morsel of food in- 
gested. It must be apparent that those who 
adhere to this system, fail, to realize that with 
insulin a more flexible diet may be used. I be- 
lieve that no diet should be prescribed that will 
keep a patient in chronic malnutrition, because 
lam equally sure that many of the complications 
that were ascribed to diabetes in the pre-insulin 
era were not intimately associated with diabetes, 
but were the result of chronic undernutrition 
and malnutrition. If one recalls the severe dia- 
betic of the preinsulin era many of the compli- 
cations that went with that era were duplicated 
in the present period, in the thousands of war 
victims who suffered and died from starvation. 
As a basic concept, every physician should pre- 
scribe an adequate diet for his diabetic and if 
he cannot be controlled on this alone then insulin 
is indicated. 

There are two broad schools of thought today 
in reference to the diabetic diet. These are ex- 
emplified by one school, the Joslin Group, who 
adhere to a limitation of food intake and the 
other school by Tolstoi, who adhere to a freer 
type of food intake. I am reasonably sure that 
no physician believes that his patient adheres 
rigidly to a restricted type of diet and I am 
equally convinced that even in the more liberal 
type of diet many diabetics eat more than is per- 
mitted. I prefer to advise my patients to eat a 
constant type of food intake averaging between 
250 and 300 grams of carbohydrate measured 
in terms of household measurements. This al- 
lows for variety, but at the same time I prefer 
to regulate their total caloric intake. Their 
twenty-four hour output of glucose in the urine 
is measured on this type of diet and a sufficient 
amount of insulin is given to prevent the active 
symptoms of diabetes. These symptoms consist 
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of acetonuria, polydipsia, polyphagia and fur- 
ther if the patient is overweight I insist that they 
lose weight. I am not convinced that the level 
of the blood sugar is an important aspect of the 
control of the diabetes. I realize that this has 
been a pivotal point of discussion and yet there 
is no clear-cut experimental evidence nor clinical 
evidence to indicate that if the patient is proper- 
ly nourished that the level of the blood sugar is 
either conducive to diabetic accidents or compli- 
cations. Further it must be recognized that the 
interpretation of the blood sugar is exceedingly 
difficult. I would suggest that when one inter- 
prets a blood sugar, one must know the method 
used in determining the blood sugar, whether it 
is venous or capillary blood, time of day taken, 
the type of diet the patient was on prior to tak- 
ing a blood sugar, and the time and dose of in- 
sulin. It is an all too common experience in 
comparing blood sugars taken in different labora- 
tories to find that the difference in blood sugar 
readings can be accounted for by the circum- 
stances under which they were taken. I would 
strongly urge you to keep this important fact in 
mind in evaluating blood sugars. 

Evidence has been adduced to show that in a 
controlled group of surgical diabetics with hy- 
perglycemia, wound healing was not retarded. 
Further, evidence indicates that in spite of rigid 
control of the diabetes, particularly, in the juve- 
nile diabetic in a series of over three hundred 
patients (White) the incidence of complications 
were well above ninety percent. Parenthetically, 
I might say that this group was juvenile diabetics 
of fifteen years or longer standing. Therefore, 
it seems that it may not be the severity of the 
diabetes, but the length of time the patient has 
had diabetes that is the factor in the production 
of the complications. I might suggest that par- 
ticularly in the elderly diabetic, it is important 
not to try to bring the blood sugar down to the 
accepted norm, as in many instances severe hypo- 
glycemic reactions will occur. Further, it is 
important in interpreting the blood sugar level 
to take into account the question of renal tubu- 
lar reabsorption. Too frequently, we accept 
hyperglycemia as a function of carbohydrate 
regulation, whereas, it actually is a function of 
renal deviation. 

It is established that somewhere between fifty 
and sixty percent of all diabetics can be con- 
trolled without insulin. Of the remaining group 
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somewhere between ten and fifteen percent are 
very labile and difficult to control, requiring 
varying doses of insulin, ‘The majority of in- 
sulin cases can be controlled by single daily in- 
jections of modified insulin. But those who are 
either very labile or severe may require a main- 
tenance dose of NPH or protamine zinc insulin 
with supplemental injections of quick acting in- 
sulin or insulin combinations. ‘The ideal insulin 
is one that will act long enough to provide some 
overlapping from day to day, and will provide 
for the metabolism of the daily diet plus preven- 
tion of nocturnal insulin insufficiency. 

Protamine zinc insulin may take care of the 
nocturnal phase, but in severe diabetics, it alone 
will not take care of the daily metabolic needs. 
In view of this, a “tailor-made” insulin can be 
prepared taking advantage of the fact that pro- 
tamine zinc insulin contains an excess amount 
of protamine and if one mixes twice the amount 
of quick acting insulin with protamine zine in- 
sulin, one can contain from a single injection 
the quick acting effect as well as the prolonged 
effect. he difficulty involved in making this 
“tailor-made” insulin, frequently, out-weighs ,the 
advantages obtained from it. One sees errors of 
technique and not infreyuently contamination of 
insulin vials. More recently, there has been 
developed a stable pre-mixed crystalline insulin. 
This is marketed as NPH insulin — (N, neutral, 
P, protamine, H, Hagedorn). Professor Hage- 
dorn, the discoverer of protamine insulin has 
been able to produce a neutral, crystalline, pro- 
tamine zinc insulin which acts more promptly 
in reducing the blood sugar than protamine zine 
insulin and the blood sugar lowering effect per- 
sists for a least twenty-four hours. 

The advantages of NPH are: It is stable with 
little or no excess or protamine; regular insulin 
can be added to NPH insulin without much loss 
of its rapid blood sugar lowering effect; it fills 
the insulin need of a larger number of diabetic 
patients than is possible with protamine zinc 
insulin or globin insulin and the necessity of 
making insulin mixtures is reduced. It should 
be pointed out than when insulin reactions occur 
they are more frequent in the afternoons and 
appropriate diet adjustment should be made. In 
my experience this is a valuable insulin and an 
‘mproved adjunct in therapy. I would like to 
point out that it is possible to make many insu- 
lin mixtures, but it would be ill advised to place 


these on the market for further confusion for the 
diabetic. For your information, there are four 
kinds of insulin available, U 40 and U 80 quick 
acting or regular insulin, protamine zine insulin, 
globin insulin and NPH insulin. 

The degenerative disturbance associated with 
diabetes frequently become the dominant problem 
in the care of the diabetic. Retinopathy, inter- 
capillary glomerular sclerosis, coronary artery 
disease and gangrene are the more important 


- entities associated with diabetes of long standing. 


‘There is considerable controversy concerning the 
role of hyperglycemia in the causation of these 
conditions. The evidence both clinical and ex- 
perimental do not indicate that there is a cause 
and effect relationship between these so called 
complications and hyperglycemia. In the juve- 
nile diabetic, in White’s series of over three hun- 
dred patients, ninety-two percent of them showed 
vascular disturbances after having had diabetes 
fifteen years or longer, and more recently Lester 
J, Palmer reported a group of cases having had 
diabetes twenty years or longer which showed 
a very high incidence of vascular diseases. He 
states “Viewed from a clinical standpoint, it is 
evident that an unknown factor is concerned in 
the vascular condition of diabetic individuals, 
and good control alone, although extremely im- 
portant, is not the sole factor concerned.” In 
the adult diabetic it is not uncommon to see an 
inverse ratio between the severity of the reti- 
nopathy and the diabetes, Further, no known 
form of therapy stems the onward march of the 
retinal changes. A)l of us have seen middle aged 
mild diabetics go to total blindness without being 
able to do anything about their condition. Hx- 
perience has indicated that Rutin is of insignif- 
icant value in the treatment of these retinal 
changes. 

Peripheral vascular lesions present a difficult 
problem and each case must be evaluated as to 
whether conservative or radical measures are in- 
dicated. With the advent of the anti-biotics, 
conservative measures frequently will save a leg 
in contrast to the hopeless situation of years ago. 
There are many ways of evaluating the vascular 
efficiency of the lower extremity, but the most 
useful and practical are the temperature of the 
extremity, the quality of the pulsation, and the 
texture of the skin. A simple clinical classifi- 
cation has been suggested by Williams, ct al. 
It is as follows: (1) Arterial insufficiency due 
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to sclerosis (2) infection in a diabetic and (3) 
a combinition of the two. Conservative therapy 
js indicated irregardless of the severity of the 
diabetes when an infection in the lower extremity 
js present, but where there is a good vascular 
supply. In the presence of an infection with 
severe arterial damage, it is advisable to treat 
the patient vigorously with anti-biotics before 
any radical surgery is performed. Before the 
use of anti-biotics, in this group there was a 
very high mortality, but now as the general 
nutrition of the patient can be improved one 
can wait until the infection has subsided. I 
have seen not a few patients, admitted with an 
overwhelming toxemia from absorption from a 
gangrenous area, who were greatly improved by 
packing the leg in ice for several days before any 
other therapy was undertaken. It is a dramatic 
experience to see a drop in the white blood count 
and temperature after this therapy. At this 
point I would like to record the history of a 
patient 58 years of age, who had had his second 
mid thigh amputation as a result of severe arteri- 
osclerotic changes, the first amputation occurring 
three years before ; inventory of his general con- 
dition revealed no electrocardiographic changes 
and repeated eye examinations by a reputable 
oculist showed no retinal damage. It is difficult 
io explain the localization of arteriosclerotic proc- 


esses. 


Unlike retinopathy, arteriosclerosis and other 
degenerative changes occurring in diabetes, 
ketosis is a real complication. One can repro- 
duce and relieve this serious complication of 
diabetes by regulation of insulin usage. Diabetic 
acidosis is a serious medical emergency which 
requires immediate and energetic treatment and 
that treatment is directed against a disturbance 
in electrolyte and fluid balance. As a rule there 
are only a few things that will precipitate acido- 
‘is in the diabetic — they are: Discontinuance 
of insulin, infection, surgical operation, preg- 
laney and emotional stress. Fortunately, the 
signs are dramatic when acidosis occurs. It is 
ishered in with nausea, vomiting, shortness of 
breath, epigastric distress, polyuria and dehy- 
dration. Every diabetic should be instructed 
that anything that interferes with his normal 
routine makes him susceptible to this very serious 
complication. Trrespective as to whether one 
adheres to the minimal or lax glycosuria view- 


point in the handling of a diabetic, it is im- 


For October, 1952 


portant that no patient be allowed to have a 
persistent ketonuria and when this occurs, fur- 
ther adjustment of his insulin must be made. 
Persistent ketonuria is potentially hazardous and 
an indication for more vigorous regulation of the 
diabetic. It is important to remember that every 
patient who has diabetic acidosis is suffering 
from an acute insulin insufficiency and every 
therapeutic step should be directed toward the 
alleviation of this condition. There are many 
programs outlined for the treatment of, the 
ketotic patient and in my judgment large doses 
of insulin given early and at frequent intervals 
with sufficient amounts of fluid to relieve the 
severe dehydration is the most acceptable pro- 
cedure. I prescribe a minimum of 100 units 
of quick acting insulin and repeat hourly. I al- 
so give 2,000 cc. of 5% glucose in normal salt 
solution continuing this until the patient is well 
hydrated and there. are no acetone bodies in the 
urine. I would like to stress that the patient is 
suffering from severe dehydration and disturb- 
ance in his electrolyte balance and not from 
hyperglycemia. I have seen patients in severe 
acidosis with a blood sugar as low as 250 mgms. 


and as high as’ 1600 mgms. | 
Further, I have seen patients relieved of their 


ketosis with as little as 200 units of insulin and 
as much as 3,000 units of insulin. As quickly as 
possible these patients should be allowed to take 
liquids orally and within twenty-four hours they 
should be able to eat a soft diet. I cannot stress 
the importance of the need for frequent observa- 
tion of these patients as they are one of the most 
important medical emergencies. Occasionally, 
one encounters a patient whose acidosis is satis- 
factorily controlled, but still remains stuporous 
or has respiratory difficulty and may even die. 
It is important to be alert when this develops 
as it may be frequently associated with a dis- 
turbance in potassium metabolism. The reduc- 
tion in the serum potassium concentration may 
he due to loss of potassium by diuresis and de- 
hydration with resultant loss of intracellular 
stores of water and potassium, shift of potassium 
as a result of the effect of the insulin and the 
reduction of serum concentration due to dilution 
by parenteral fluid with no outside source of 
potassium. This condition may be alleviated by 
the oral administration of 2 grams of potassium 
citrate and if this is not possible by an intra- 
venous injection of 15 grams of 2% potassium 


chloride given slowly over a period of twenty 
to thirty minutes. 

The occurrence of hypoglycemic reactions are 
infinitely more common than bouts of ketosis in 
the life history of the diabetic. These reactions 
may range from mild symptoms to very acute 
medical emergencies requiring vigorous treat- 
ment, It is not uncommon for patients to have 
symptoms of hypoglycemia ranging from head- 
aches, perspiration, diplopia and poor coordina- 
tion to the more serious disturbances of disorien- 
tation, convulsive seizures and stupor. The oc- 
currence of these reactions are almost always 
associated with over-dosage of insulin, irregu- 
larity in eating and/or increased physical activi- 
ty. Every patient should be advised about the 
seriousness and the need for immediate relief 
of the symptoms resulting from lowered blood 
sugars. The severity of an insulin reaction is 
by no means commensurate with the level of the 
blood sugar. I would like to record a patient, 
sitting up in bed shaving himself with a straight 
razor totally asymptomatic, with a blood sugar 
of 22 mgms. In contrast to this, I would like 
to record a patient having hypoglycemic symp- 
toms, dramatically relieved by 50 ec. of a 25% 
glucose solution given intravenously with a blood 
sugar of 425 mgms. 

It should be remembered that it is not only 
the level of the blood sugar that produces the 
symptoms, but it is the speed of drop of the 
blood sugar. Not infrequently one sees patients 
with blood sugar over 200 mgms. having typical 
symptoms of hypoglycemia relieved after getting 
food. Their normal blood sugar level ranges be- 
tween 250 and 300 mgms. This is particularly 
seen in elderly individuals. It is important to 
stress this point, because frequently one may 
treat the blood sugar as the sole index of optimal 
therapy and forget the clinical condition of the 
patient. Many patients are seen, who in the 
course of a complete physical examination the 
only abnormal finding had been an elevated blood 
sugar. ‘These patients had been placed on a 
restricted diet and in some instances had been 
given insulin. From that point on they mani- 
fested severe symptoms of hypoglycemia and were 
confronted with a whole train of symptoms in- 
duced by a misinterpretation of the blood sugar 
level. This group is easily treated by the simple 
expediency of enlarging their diet and stopping 
their insulin. They are not diabetics as repeated 


glucose tolerance curves are normal ani they 
only present the symptom of a high threshold. 

Frequently, one is confronted with an \ncon- 
scious patient having a history of diabet:s and 
the differential diagnosis between hypoglycemia 
and diabetic (ketosis) coma must be made. This 
is not too difficult because it should be remem- 
bered that almost invariably all of the symptoms 
of hypoglycemia come on fairly rapidly with the 
patient giving a history of having felt fine prior 
to the presenting symptoms. In contrast to this, 
the patient in diabetic coma invariably has a 
history of indisposition for many hours to one or 
two days prior to this onset of the coma. In 
addition to this, the acidotic patient invariably 
is dehydrated, is nauseated and vomiting, is 
hyperpnoeie and is severely toxic. Contrast this 
to the hypoglycemic coma where the patient is 
hydrated and usually has a slow shallow respir- 
ation. Always be on the alert when making this 
differential diagnosis as I have seen patients in 
hypoglycemic coma given extra amounts of in- 
sulin in the confusion of the emergency. The 
dramatic recovery of hypoglycemic coma patients 
by the intravenous use of concentrated glucose is 
known to all of us. I cannot stress the im- 
portance of hypoglycemia as an important com- 
plication in the treating of diabetics as I am 
thinking of a prominent surgeon in Cincinnati 
who was a severe diabetic and as a result of an 
insulin reaction while driving a car crashed into 
another automobile and was immediately taken to 
the police station and placed in a cell where a 
charge of drunkenness was placed against him. I 
was called to see him and by simple therapeutic 
agents relieved his hypoglycemia whereupon he 
was immediately released. It is not uncommon 
for anyone seeing a fairly large group of diabetics 
to have similar experiences. 

With the dramatic lengthening of life of the 
juvenile diabetic, there is a large potentially 
child-bearing female population who are con- 
cerned about many problems associated with 
pregnancy. Now, it is reasonable to say that 
most diabetic women can become pregnant and 
while the hazard to the mother is practically 
nil, there is still a high mortality to the off- 
spring. There are two schools of thought in 
reference to the hormonal imbalance in the preg- 
nancies of diabetics. One school headed by 
Priscilla White, feels that every diabetic should 
receive routine sex endocrine therapy. They 
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state “that in the past two or three years early 
and aggressive treatment has coincided with the 
disappearance of abortion and miscarriage”. On 
the other hand, there are equally valid data that 
under ample supervision without hormonal ther- 
apy, equally good results are obtainable. My 
own experience teaches me that they can be 
handled without hormonal therapy. I feel that 
all primapara should have a Caesarean section 
at the appropriate time. It is important to know 
that frequently after delivery there may be a 
rather dramatic remission in the severity of the 
diabetes, which may persist for three to seven 
days. In one instance a very severe hypoglycemic 
reaction occurred as this fact was not taken into 
consideration. Diabetes in the newborn does not 
exist, nor is there any evidence that hypoglycemia 
plays a significant role in the newborn. The 
routine use of glucose parenterally should be dis- 
couraged. 


What does the future hold for us who are 
treating diabetics and what does it hold for the 
diabetics themselves. In the experimental area 
many interesting problems are being investigated. 
I will enumerate a few: — alloxan diabetes, 
isotopes, insulinase, experimentel arterioslerosis, 
action of insulin, and Houssay dog, (pituitary 
diabetes). Alloxan is a substance related struc- 
turally to urie acid, which when injected into 
animals destroys the beta cells of the Islets of 
Langerhans in the pancreas and produces dia- 
betes. Thus for the first time a method has been 
obtained to illustrate a specific effect on the in- 
sulin producing gland of the body. This chemi- 
cal, and a search for other chemicals, opens up 
a new avenue of approach to the etiology of dia- 
betes and although it may not demonstrate the 
specific factors involved, it, at least, will allow 
for other clinical investigations. This is im- 
portant, as heretofore most of the thinking about 
the etiology of diabetes has been confined to 
hormonal investigation. 


More recently, Stetten and Chaikoff have used 
tagged carbon atoms in the study of carbohydrate 
metabolism. These workers are trying to find 
out at what point in the, glucose to energy, 
framework, insulin acts. It is important that 
now we must not think of diabetes in terms of 
glucose metabolism, but must think of it in terms 
of hexokinase reaction, phosphorylation, trans- 
amination and many other new terms, It is im- 


For October, 1952 


portant to have a fairly clear concept of the works 
of Cori and Cori who demonstrated the in vitro 
production of glycogen from glucose. With work 
of Houssay, Young and Soskin and others it 
is clear that the idea that diabetes is more than 
a disease of the pancreas is now well established. 
The evidence is clear that other glands such as, 
pituitary, adrenal and thyroid play a definite 
role in the homeostatic mechanism. Further, the 
role of the liver in the regulation of carbohydrate 
metabolism is clearly established and now by 
further experimental evidence, it is apparent that 
tissue enzyme chemistry will reveal important 
fundamental processes in the understanding of 
diabetes. 


There was a time when life was simple. We 
thought in terms of molecules and atoms, but 
now in this atomic age, everything moves in in- 
comprehensible speed. So it was with diabetes. 
Many of us can think back when we thought of 
the diabetic in terms of the amount of sugar he 
had in his urine, today, this is not possible. In 
order to have a truly comprehensive understand- 
ing of diabetes, it is apparent that sugar in the 
urine is of least importance. I hope in this 
short excursion, which T know is greatly deficient 
I have given you a panoramic view of what is 
going on and what is expected of you and me. 
We are clinicians and our prime responsibility is 
to our patient and yet this single disease offers an 
exciting experience to all of us. 

1019 Prov. Bk. Bldg. 
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Mortality and Prognosis in Small 
Bowel Resection 


Roland M. Mayer, M.D., Irving F. Stein, Jr., Ph.D., M.D. and 
Karl A. Meyer, M.D. 
Chicago 


Resection and primary anastomosis of the 
small intestine has formerly carried a very high 
mortality. A review of the surgical literature 
reveals a definite improvement in the manage- 
ment and results of small bowel resection during 
the past few decades. In 1929 Miller’ reported a 
mortality of 73.3 percent in 44 cases of intestinal] 
obstruction requiring resection. Scudder, Zwe- 
mer and Whipple? in 1938 published a 59 percent 
fatality rate in 87 cases. In 1940 McKittrick 
and Sarris* reported a death rate of 52 percent 
in cases of bowel obstruction requiring resection. 
McNealy, Lichtenstein and Todd* in 1942 pub- 
lished a 61.5 percent in 13 cases of femoral 
hernia requiring anastomosis. Five deaths in 
10 cases of femoral hernia were reported by Me- 
Laughlin® in 1949. However, in 1947 Eliason 
and Welty® reported a mortality of 19 percent 
in 53 cases and Laufman and Daniels’ in 1951 
showed a rate of only 15.8 percent in a series of 
19 cases of resection for strangulated hernia. 

This study was undertaken primarily to deter- 
mine recent mortality statistics in a large group 
of charity patients. Many of these patients had 
advanced pathology, long previously neglected 
disease, malnutrition, debility and other factors, 
all of which tend to increase the mortality. In 
addition to a relatively low mortality rate we 
found a surprising number of survivals in pa- 
tients with an almost hopeless preoperative prog- 
nosis. 

Our study is based on 105 consecutive cases 
of small bowel resection with primary anastomo- 
sis performed at Cook County Hospital during 
the years of 1949, 1950 and the first 6 months of 
1951. Ninety-four of the cases were operated 
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upon as emergencies. Diagnosis and surgical 
treatment was performed by the resident staff in 
91 instances. 

The overall mortality rate was 20 percent 
(21 deaths in the 105 cases). This figure in- 
cludes 6 cases of mesenteric thrombosis in which 
there were 4 deaths. Excluding the cases of 
mesenteric thrombosis the mortality rate was 
17.1 percent. The largest group consisted of 
35 cases of strangulated hernia with 9 fatalities 
or a mortality of 25.7 percent. The next most 
common indication for resection was small bowel 
obstruction due to adhesions with 31 cases and 
4 deaths, or a mortality of 12.9 percent. Gan- 
grenous bowel from all causes was present in 76 
cases and the mortality in this group was 23 
percent. The etiology and the mortality for the 
entire series is listed in Table 1. Table 2 lists 
the significant clinical data of each patient that 
died. 


DISCUSSION 
Laufman and Daniels employed a useful classi- 
fication of their mortality in which deaths were 
TABLE 1 
ETIOLOGY AND MORTALITY IN 105 CASES 
OF SMALL BOWEL RESECTION 


No. of Mortality in 


Etiology Cases Deaths percent 
Strangulated Hernia 35 9 257 
Adhesions 31 4 12.9 
Perforations 13 1 07.7 
Mesenteric Thrombosis 6 4 66.6 
Malignant Tumor 5 1 20.0 
Benign Tumor 4 0 00.0 
Volvulus 2 1 50.0 
Internal Hernia 2 1 50.0 
Intussusception 2 0 00.0 
Meckel’s Diverticulum 2 0 00.0 
Foreign Bodies 2 0 00.0 
Congenital Band 1 0 00.0 
Total 105 21 20.0 
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classified as avoidable and unavoidable. We have 
utilized this classification and have added a third 
group, extremely poor risks. 

Six of the 21 deaths were classified as “avoid- 
able deaths” because the patients may have sur- 
yived if errors in judgment or management had 
not been made. The outcome may have been 
successful in 5 of the “avoidable deaths” if 
there had been less delay in surgery. ‘These pa- 
tients were treated conservatively with gastroin- 
testinal suction, and gangrenous bowel was pres- 
ent at surgery in each case. One of the patients 
(M.C.), an extremely obese woman, expired on 
the operating table after having been in the 
hospital for 3 days with an unrecognized femoral 
hernia. ‘The second patient (C.A.) was treated 
conservatively for 4 days. The first 2 days this 
patient had an incomplete obstruction. She 
expired the 34th postoperative day due to peri- 
tonitis following dehiscence of the wound. 'The 
third death (D.F.) in this group occurred the 
third postoperative day due to bronchopneu- 
monia. She was treated conservatively for 5 
days and was in poor condition at the time of 


completely obstructed at the time of admission 
to the hospital and was treated conservatively 
for 6 days. There was gangrene and perforation 
of the ileum at the time of surgery. This pa- 
tient developed a fecal fistula and a severe elec- 
trolyte imbalance. He expired on the 19th 
postoperative day. ‘he fifth patient (W.S.) 
was treated with suction and fluids for 2 days 
before surgery. He was reoperated upon on the 
seventh postoperative day for an inflammatory 
obstruction and died 2 days later. The sixth 
death in this group (J.H.) was due to an un- 
recognized electrolyte deficiency. Blood samples 
drawn shortly before death revealed low sodium, 
chloride and potassium levels. It is possible 
that this patient may have survived if the elec- 
trolyte imbalance had been recognized sooner. 
Four of the fatalities were classified as “un- 
avoidable deaths” because the apparent cause of 
death was not due to any discernable error in 
judgment or management. ‘The first patient in 
this group (F.W.) expired after a cerebral vas- 
cular accident with hemiplegia that occurred on 
the twelfth postoperative day after an otherwise 


surgery. The fourth patient (L.H.) was not uneventful recovery. The second patient (I.E.) 
TABLE 2 
CLINICAL FEATURES OF PATIENTS THAT EXPIRED 
Patient Etiology Age Durationof Temp. Pulse B/P Tenderness Distension 
Symptoms 
{M.C. Inc. Fem. Hernia 56 4 days 101.8 124 102/90 Minimal Very obese 
Ine. Incis. Hernia 72 5 days 99.4 104 ~=100/70 Diffuse Moderate 
{D.F. Adhesions 56 days 100.2. 120 118/88 Rebound Slight 
3 |J.H. | Adhesions 47 4 days 99.4 104 108/86 Rebound Marked 
<  |L.H. Adhesions 22 7 hours 101.6 110 120/90 Rebound Moderate 
(\W.S.  Volvulus of Ieum 83 2 days 100.8 100 160/90 Diffuse Moderate 
4 {F.W. Inc. Umbil. Hernia 81 1 day 99.4 60 160/80 Slight None 
= ILE. Inc. Fem. Hernia 60 1 week 99.0 140 140/96 None Moderate 
8 {H.D. Gunshot Wound of 
Abdomen and Head 45 1 hour — 120 95/66 Diffuse None 
~ {A.P. — Carcinomatosis 69 3 days 100.4 120 128/68 — Slight Marked 
{C.M. Inc. Umbil. Hernia 48 5 days 101.6 116 120/80 Moderate Marked 
~ |M.M. Adhesions 67 4 days 99.8 94 160/100 Slight Moderate 
.°fS. Inc. Ing. Hernia 71 24 hours 101.0 128 128/100 Diffuse Marked 
J.B. Inc. Incis. Hernia 49 days 105.6 Unobtainable Diffuse Marked 
|A.L. Inc. Fem. Hernia 78 day? 100.4 120 120/80 Marked Slight 
> {W.W. Adhesions Old 2 weeks 98.6 130 =118/70 Marked Marked 
: |F.G. Mesenteric Thromb. 54 31 hours 103.8 100 120/70 Rebound None 
2  |W.N. Mesenteric Thromb. 67 3 days 102.0 160 120/70 Rebound Moderate 
x |F.M. Mesenteric Thromb. 46 1 week 98.6 130 None Marked None 
|\\.B. Mesenteric Thromb. 49 6 hours 98.6 84 200/110 Rebound None 
{H.M. Internal Hernia 64 3 days 100.2 92 120/60 Slight None 
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TABLE 3 
CLINICAL FEATURES OF POOR RISK PATIENTS THAT SURVIVED 


Patient Etiology Age Duration of 
Symptoms 
J.M. Adhesions 48 3 days 
CP. Adhesions 37. weeks 
C.W. Mesenteric Thromb. 47 18 hours 


BAS. Spontaneous Evisc. 
thru Umbil. Hernia 56? 3 days 


Le. Congenital Band 60 2 days 
M.W. Adhesions 50 1 day 
F.D. Gunshot Wound of 

Abdomen 30 2 hours 
R.O. Gunshot Wound of 

Abdomen 15 2 hours 
Ss: Gunshot Wound of 

Abdomen 22. 2 hours 
C.F, Inc. Incis. Hernia 65 5 days 
BA. Gunshot Wound of 

Abdomen 16 1 hour 


Temp. Pulse B/P Tenderness Distension 


104 84? 70/52 Moderate Moderate 
102 130 130/90 Rebound Marked 
99 140 90/60 Rebound None 
97 90 Slight 
99.6 112 120/80 Diffuse Moderate 
99.2 100 140/80 Diffuse None 
99.6 100 60/40 Diffuse None 
— Unobtainable Diffuse None 
98.6 84 138/70 Rebound None 
~ 101.6 60 118/70 Diffuse None 
— 148 80/40 Diffuse None 


an old, senile, markedly debilitated individual 
died in uremia the ninth postoperative day. The 
third patient (H.D.) entered the hospital in 
shock with multiple bullet wounds of the small 
bowel and a bullet lodged in the head. The 
patient expired 35 hours after admission prob- 
ably due to cerebral damage. The fourth pa- 
tient (A.P.) had a resection for carcinomatosis 
and expired suddenly just before she was to go 
home. The cause of death was probably a pul- 
monary embolus or a coronary thrombosis, al- 
though an autopsy permit could not be obtained. 

The third group includes 22 cases which have 
been classified as “extremely poor risks.” The 
patients of this group who died are listed in 
Table 2. For purposes of comparison, the clin- 
ical features of those that lived are listed in 
Table 3. The mortality in this group was 50 
percent or eleven deaths out of 22 cases. The 
preoperative condition of these patients was such 
that it was questionable if they would tolerate 
any surgery. One such patient who survived 
(F.C.) has already been reported’. This patient 
entered the hospital with a 3 day old spontaneous 
evisceration of several loops of gangrenous bowel 
through an umbilical hernia. The patient was 
moribund. He was given multiple blood trans- 
fusions and resection was performed without 
anesthesia. He had an uneventful recovery and 


was discharged on the sixteenth postoperative 
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day. An additional illustrative case is presented. 

J.M., a 48 year old Negro female, was admit- 
ted to the hospital on December 4, 1949 with a 
history of obstipation and abdominal distension 
of 3 days’ duration and crampy abdominal pain 
of one day duration. ‘The pain which was in- 
termittent at onset had become steady at the 
time of admission. ‘The past history was essen- 
tially negative except for a hysterectomy per- 
formed in March 1949. Physical examination 
revealed an acutely ill, markedly dehydrated pa- 
tient with a temperature of 104° rectally, blood 
pressure of 70/52, respirations of 24 and a pulse 
that was barely perceptible. She had a midline 
infra-umbilical scar. The abdomen was moder- 
ately distended and tympanitic. There was 
marked tenderness and rebound tenderness most 
marked in the lower abdomen. A Levin tube 
was inserted and intravenous fluids started via 
a cut-down in the ankle while awaiting for the 
blood to be cross-matched. The patient was taken 
to surgery where under cyclopropane anesthesia 
a right paramedian incision was made excising 
the old scar. An obstruction was found with 3 
feet of gangrenous ileum due to volvulus about 
an adhesive band. The nonviable bowel was 
resected and a 2 layer end-to-end anastomosis 
was performed using an inner layer of contin 
uous catgut and a seromuscular layer of inter- 


rupted black silk. The abdomen was closed in 
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layers With interrupted steel wire used on the 
fascia. The patient received 1500 cc. of blood 
during surgery and left the operating room with 
a blood pressure of 120/80 and a pulse of 90. 
Gastrointestinal suction was continued postoper- 
atively and the patient received intravenous 
fuids, vitamins, penicillin and streptomycin. 
The second postoperative day she was expelling 
fatus and her temperature was 99.8°. She was 
placed on a liquid diet at that time. That eve- 
ning she had several bowel movements. She was 
discharged without symptoms on the twenty- 
fifth postoperative day, after a convalescence 
complicated by epigastric pain, hematemesis and 
melena. This subsided following ulcer manage- 
ment although a barium meal, conducted just 
before discharge, was reported as normal. 

The importance of not withholding surgery in 
the extremely poor risk group cannot be over- 
emphasized. The prognosis before operation in 
each of these patients appeared almost hopeless. 
Surgery was performed, however, as the only 
possible curative treatment. Although almost 
100 percent mortality could be expected, it is 
significant that 50 percent of these moribund 
cases survived. These patients should not be 
denied an operation merely because the condition 
is critical. 

A comparison of the clinical data of the ex- 
tremely poor risk cases that lived with those that 
expired reveals a significant difference in age. 
The average age of the survivors was 40 years 
whereas the average age of those who died was 
59 years. Duration of symptoms prior to seek- 
ing hospitalization might also be significant. 
The average duration of illness for the survival 
group was 2.6 days compared with 4.2 days for 
the non-survival group. Gangrenous bowel was 
present in all cases of patients who expired 
whereas resection was performed for extensive 
perforation in 4 of the 11 cases of extremely 
poor risk individuals that survived. 

The improved mortality rates that have been 
reported in recent years can be attributed to 
several factors. Without doubt, the use of whole 
blood transfusions has been of great value in 
all types of surgery and especially in emergency 
surgery. Blood was administered to 95 of the 
105 cases reported in this series. Of these, 61 
received multiple transfusions or more than 50 
cc. The maximum amount of blood administered 


to a single patient was 6000 cc. Nine patients 
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received from 3000 to 5000 cc. of blood. The 
availability of a blood bank greatly facilitates 
the liberal use of large quantities of blood. 

The value of intestinal intubation has been 
well established. All patients had gastric drain- 
age prior to surgery and continuous suction was 
used postoperatively until the patient expelled 
flatus or had active bowel sounds. The majority 
of patients required decompression for 2 or 3 
days following surgery. A Levin tube was nsed 
in most instances although a Miller-Abbott, 
Harris or Cantor tube was used occasionally. 

Careful fluid and electrolyte replacement is 
required both preoperatively and postoperatively. 
The daily fluid and electrolyte therapy is indi- 
vidually determined by clinical examination and 
laboratory studies. Accurate intake and output 
records are of value in addition to the usual blood 
chemistries and urine specific gravity. Severe 
electrolyte imbalance was present in patients who 
had been vomiting for several days prior to ad- 
mission to the hospital. Brief delay in surgery for 
fluid and electrolyte therapy is frequently neces- 
sary. During the past year potassium chloride has 
been added to the intravenous fluid of the 
patients with intestinal suction if their urinary 
output is adequate. 

Blain® and others’? have proved experi- 
mentally the value of penicillin in resection of 
strangulated bowel. Penicillin was used in every 
one of this series and the vast majority received 
streptomycin also. In addition, one of the sulfa 
drugs was administered in a few cases. The 
usual dosage of penicillin was 100,000 units 
every 3 hours and 500 mg. of streptomycin 
every 6 hours. Depot penicillin in the dosage of 
300,000 units daily was usually substituted for 
the aqueous form after a few days. No aureo- 
mycin, chloromycetin or terramycin was used. 
No serious complications of drug sensitivities 
were encountered. The use of the antibiotics 
was undoubtedly an important factor in con- 
trolling peritonitis and wound infection due to 
contamination at the time of the anastomosis. 
Wound infection was present in 11 cases in 
this series. The open technique anastomosis 
was performed in all but one case. A side- 
to-side or end-to-side anastomosis was performed 
in 8 cases; the remainder were sutured end- 
to-end. An inner row of continuous catgut and 
a seromuscular row of interrupted black silk 


sutures was the most common procedure used. 
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Many of the patients who enter a large urban 
charity hospital present advanced pathology, 


often long neglected, and frequently complicated 
by nutritional deficit, ‘These factors tend to in- 


crease the mortality rate. 


SUMMARY 


A stady of 105 consecutive small bowel resec- 


fioris fas revealed an over-all mortality rate of 
29 percent, showlmg a marked imcrease in the 


survival rate during the past 10 years. Factors 
that have contributed to the reduced mortality 


have been as follows: (1) whole blood transfu- 
sions, (2) more careful preoperative and postop- 


erative management with special reference to in-+ 
testinal intubation, fluid and electrolyte bal- 
ance, (3) antibiotics and (4) surgical interven- 
tion whenever the patient does not improve 
promptly on conservative management. 


This series includes 22 patients wha were 


moribund dune to strangulation or perforation of 


the tawel. Klaven of these patients sur- 


vived, demonstrating that surgery should not be 


withheld i the extremely poor risk group. 
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Clinical Factors Affecting 


No patriotic American will ever consent to the 
“Welfare State” when he realizes that it means 
the loss of his personal and national freedom. 
In November, 1950, he made clear his opposition 
to governmenta) dictation in matters of health 
which he understood better than the less concrete 
economic and social problems also involved in 
the political campaign. But as one editorial 
writer puts it, socialized medicine is still not a 
“dead fish on the beach,” even though to some 
it may seem so. 

Socialized medicine envisioned in the Welfare 


State is only one phase of the domination of 
government in business and over lives of citizens, 


Presented in Youngstown, Ohio, June 17, 1952. 
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Medicine and Freedom of Choice 


Ernest E. trons, M.D. 


Chicago 


A succint definition of objectives is offered by 
the Federal Security Administration — “Social 
Security and public assistance programs are a 
hasie essential for attainment of the socialized 
state... .” (Publie Assistance Report Number 
8, Federal Security Agency 1945, Reprint 194% 
— p. 57). It is reported that this pamphlet 
has been destroyed by the Federal Security Ad- 
ministration: but nevertheless it was circulated 
for four years as an official publication of the 
United States Government. 

In 1949, nationalized or socialized medicine, 
advocated by the President, was about to be im- 
posed on ns. Governmental agencies and bureant- 
racies were for it: labor wnions whose leaders, 


following international labor patterns, had not 
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they hesitated to risk government hostility and 


oppression and Joss of profits by taking a firm 
stand agaimst this invasion of liberty. A large 


segment of our citizens who had never before 
given much thought to nationa) problems of any 


kind, actually believed the promises of “free 
medicine” made to them by socialist promoters 
and their official governmental dupes. 

National Awakening.—Now atter two more 
years of education the American people realize 
that as a nation somehow we have departed from 
tne Mighway of national economic and moral 
integrity. However, by the initial disapproval 
of political medicine, we have made a beginning 
in the reversal of our national course. 

Politically minded men with great ambitions 
hut limited ability are beginning to see that 
socialism, which they have advocated for person- 
al recognition and gain, is not a favorable word 
lo use in an American political campaign, al- 
though some of the less intelligent refuse to 
“lose face” by formally abandoning it. They 
have yet to learn tha persistence does not betoken 
intelligence. The leaders of union after union 
have asserted their independence of dictation, 
and have disavowed allegiance to a socialism that 
intends ultimately to destroy them. Great in- 


dustrial leaders have now come forward boldly 
to support the independence of the individual 
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and to resist the continuing encroachments of 
government on business and free enterprise and 


more recently on the freedom of the press. 


But medicine is still open to a flank attack 


ered by 


“Social through economic and business areas which, as 
5 are dH vet, have not developed an offense or even in some 
cialized eases, an adequate defense against continuing 
Vumber socialistic inroads. 
1949 
mphiet Tavation.—The average citizen has determined 
ity Ad- that he does not want political medicine. He 
oulated (‘Still is confused as to other more abstract ques- 
of the tions, of the ultimate effects on his freedom of 
social welfare measures, and of governmental 
sdicine, efforts more and more to regulate business. But 
he im. | of one thing he is acutely aware — that already 
he suffering under an ever increasing taxation. 
wees This is a painful fact and not a theory. He 
ad not wants 10 know what costs so much and how much 
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domestic waste is concealed in the national 
budget under legitimate military preparation to 


avoid war. He is personally honest, sincere, and 


patriotic and can tell white from black im moral 


questions. But he shares the inability of many 


“of us to distinguish the shades of socialistic gray, 


until the moral and economic issues of super- 
ficially attractive but dangerous proposals are 


laid bare. 

Black, White and Gray.—We have eit the 
highway of honesty in government and socia) 
thinking, established by our pioneer forefathers, 
and have wandered down the path of irresponsi- 
bility, deception and misrepresentation which if 
followed will lead ultimately to national disaster. 

Our return to the broad highway of honesty 
and economic safety, will be aided by an exami- 
nation of some of the points in the gray areas 


at which we digressed down ‘the socialistic by- 


path. We must have the moral courage definite- 
ly to turn back and retrace our steps. Some well 
meaning and patriotic people admit that we are 
on the wrong road, but allege that we are now 
inevitably committed to socialism. Such an 
attitude, applauded by Marxists, is incompatible 
with the American pioneer spirit which still lives 
in our hearts despite the efforts of a misguided 
cabinet officer in 1934 to disparage it. 

The political and economic difficulties and 
vacillations of government of the 740’s had their 
origins in the deviations from governmental 
honesty of the ’30’s which in turn were the out- 
growth of false values, toleration of lawlessness 
and crime and moral delinquency of the °20’s. 
Following the economic depression of the ’30’s 
our elected governmental officials departed from 
principles of honesty and truth by sly evasions 
of the provisions of the Constitution, They set 
a horrible example to the citizen who was ex- 
pected to maintain his respect for law. Now 
these same governmental officials are endeavoring 
to explain their violations of the law. “Ambitious 
politicians tend to be refugees from principle. 
Frustrated politicians on the other hand, tend 
to seek refuge there.” 

In extenuation of their actions and as excuse 
for the myriad of economic and socia) deviations, 
socialistically advised officials now argue that 
times have changed. ‘They ignore the fact that 
moral and economic principles do not change. 

Changing Times.—Invention, discovery and 
modern technology have profoundly modified 
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conditions of living in the past 50 years. In 
medicine the incidence and mortality of disease 
have been reduced and the expectation of life 
at birth has been increased by 20 years. In 
manufacturing, new devices and technics have 
added mightily to the ease and comfort of living. 
New systems of transportation have altered 
geographical and political boundries and com- 
munications within and between nations as well 
as methods necessary to defense against aggres- 
sors. It is not surprising that citizens should be 
obsessed by the apparent omnipotence of change, 
and so be conditioned to accept the false assump- 
tion that economic and moral principles have 
also changed, and that digressions from strict 
honesty and from economic stability may be con- 
doned. 

“Liberal Thinking in Universities—Some uni- 
versities have laid themselves open to criticism 
in this matter of the gray areas. Under the 
flag of academic freedom they have harbored 
advocates of doctrines which, inculcated in the 
immature minds of students, must in the end 
impair their ability to distinguish right from 
wrong. They fail not only to recognize shades of 
gray but at times are led to confuse black and 
white. 

We look to universities as the prime source 
of new ideas. They are an ultimate source of 
progress but are obligated carefully to explore 
each new step. In the field of science (to select 
but one department) for one proved fundamental 
discovery, hundreds of false starts are made. 
Each of these unproved starts is entitled to full 
investigation and evaluation, but a theory until 
proved sound cannot safely be accepted as fact. 
In medicine, studies in microbiology and_bio- 
chemistry yielded the antibiotics, but for one 
effective curative agent, thousands were examined 
and discarded for cause, after laboratory and 
clinical experience. 

Universities should be and are an origin of 
progress in economics and government. Old 
theories and practices are re-examined and new 
theories proposed and analyzed in the laboratory 
of world experience. New theories cannot be 
approved if after full exploration they are found 
to violate principles established by centuries of 
world experience. Universities must accept the 
responsibility for this evaluation. Unfortunate- 
‘y, some of their executive heads do not seem 
fully to appreciate the extent of their responsi- 


248 


bility to their students, to see that academic 
freedom shall not become license to misinforp, 
Perhaps some university presidents are them. 
selves not aware of the ultimate effects of super- 
ficially attractive but dangerous proposals ad- 
vocated by teachers protected within their 
academic walls. The obligation to think honestly 
and to keep moral values uncompromised is as 
binding on universities as in business and as it 
should be in national affairs. 

“Guilt by association” as an argument for the 
prosecution has been criticized almost as much 
as “academic freedom” for the defense. Both 
pleas can be abused. But confidence in our 
political leaders has often been shaken when we 
noted the associations that some of our national 
officials have chosen and supported, despite the 
disclosures of proven perfidy. The charge of 
“guilt by. association” would have less weight 
if the accused had selected their associates more 
carefully, and had avoided an easy and wobbly 
compromise with attitudes subtly devised to 
undermine the foundations of our American 
government. 

Security and Welfare-—Security against eco- 
nomic and medical misfortune appeals to every- 
one. Any measure which promises to provide it, 
appeals to the welfare worker who is impressed 
by the woes and suffering of the improvident 
and lazy, as well as of the genuinely unfortunate. 
Many shades of gray here confuse the issues 
between reason and good intentions. 

The crucial question here, concerns the means 
employed to provide security. There are two 
ways of getting security: either by working and 
saving under free enterprise and individual 
liberty — or by accepting from a paternal gov- 
ernment, security inevitably bound up with loss 
of liberty. Feudalism provided security to the 
serf; slavery gave economic shelter to the slaves. 
Complete security is achieved only by complete 
subservience and total loss of individual liberty. 


The attempt to mix the security of sub- 
servience with the liberty of free enterprise 
creates further problems of administration. Com- 
pulsion is necessary to make security programs 
work in a free enterprise system. With compul- 
sion must come uniformity and the program 
must be geared to the more inefficient and im- 
provident. 

Security programs cannot stand still: — they 
must either grow or fail. As the spokesmen for 
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the Federal Security Agency stated, “such pro- 

ams are essential to the realization of the So- 
cialized State.” When they fail, those who pro- 
moted them, whether with good or bad intent, 
will net be around to accept responsibility. Such 
programs help a limited number of citizens to an 
easier life at the cost of their self-respect, and at 
the expense of the majority who previously 
helped the unfortunate members of local com- 
munities, without compulsion, and without loss 
of any portion of their personal liberty. Relief 
of medical distress is accomplished by our metro- 
politan and other charity hospitals, and by coun- 
ty, state and federal assistance for the totally 
disabled and the blind and the orphaned. 

There is nothing discreditable in receiving 
help to meet genuine need. The discredit ap- 
pears when recipients of charity which should 
be temporary, assume that they have a right to 
demand it permanently. “Demonstrated need” 
is anathema to the socialistic welfare worker and 
yet it is absolutely necessary to prevent imposi- 
tions of the lazy and conscienceless. The abuse 
of assistance programs made possible by secrecy 
brings discredit on what might be socially useful 
projects. Loss of liberty through deviations 
from our free enterprise system is now being 
tolerated but these encroachments on liberty 
habitually grow. “Liberty is seldom lost all at 
once.” 

Governmental Paternalism.—G overnmental 
paternalism invites dishonesty. Demonstration 
of the ruinous results of ill considered and polit- 
ically inspired government largesse does not 
have to await the later resulting economic in- 
flation nor the impairment social security re- 
serves by the substitution of government I.0.U.’s. 
It becomes evident at once in its effect on the 
citizen who otherwise would retain his native 
independence and belief in the integrity of his 
government. The industrious healthy young 
worker has but little occasion to use the services 
for which he pays a compulsory tax under the 
necessity of uniformity. He, therefore, carries 
an unjust share of the load imposed by the infirm 
and the malingerer. His incentive to work is 
lost and his only recourse “to get even” is to 
follow the lead of the lazy, by feigned illness and 
absentecism. .This was one of the immediate 
difficulties encountered by enthusiastic socialists 
in other countries in the administration of their 
own systems. It imposes one of the most serious 
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moral hazards of the socialized state on its 
journey to complete communism. 

The young ambitious worker is further robbed 
of incentive by depreciation of the dollars he or 
his forebears previously had frugally laid aside. 
That someone else also has to pay, does not re- 
lieve his pocketbook. 

Subsidy.—Another device for inroads on free- 
dom is subsidy. Here temporary financial ad- 
vantage widens the gray area between white and 
black. In business we call secret rebates a form 
of bribery; when rebates, under whatever name, 
are given by government, we call them more 
euphemistically, subsidy. Both rebates and sub- 
sidy are devised to induce men to do things that 
they otherwise would not choose to do. Subsi- 
dies may serve a national purpose as in building 
a necessary merchant marine or in relieving 
temporary sectional farming problems. But 
temporary subsidies tend to become permanent 
and ultimately they result in loss of freedom of 
choice and in abuse and waste. he 11th century 
Chinese farmer lost his freedom through govern- 
ment rice seed subsidies. ‘The farmer of our 
time at first saw advantage in subsidy; now he 
dislikes the idea and has already felt the force 
of governmental dictation. At the outset, sub- 
sidies seem wonderful but later they impair the 
independence of this most independent group of 
our citizens. In 1942 the U.S. Supreme Court 
held that the government “may regulate that 
which it subsidizes.” 

Administrators of these subsidies are now be- 
set by problems of surpluses impossible of eco- 
nomic solution, and so they shut their official 
eyes to criminal waste of potatoes, grain, eggs 
and peanuts. A potato farmer took potatoes to 
the subsidy office and received $1600. Then he 
was directed to take them to another office where 
they were treated with blue dye; he then bought 
them back for $10.90 and hauled them home for 
fertilizer. He and his fellow citizens pay the 
cost in increased taxes. 

Subsidy in Education—Subsidy in education 
is a potent means of gaining control of the think- 
ing of men; its inducements appear in large 
lettered signs along our socialist road, directed 
to the administrators of our schools and uni- 
versities. The depreciation of the dollar has 
reduced income from endowments of medical 
schools and universities, and has added to costs 
of labor and equipment. Increased output of 
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doctors is demanded of our medical schools, 
which have responded well, but find themselves 
in financial difficulties. 


Socialistically minded governmental officials 
see here an opportunity to infiltrate medical edu- 
cation by subsidy, ostensibly to correct a financial 
and personnel deficiency for which they are 
largely responsible. They do not bother about 
gray areas, and very little about black and white. 
They urge the necessity for subsidy by grossly 
exaggerated and ficticious figures of the alleged 
shortage of physicians. The unusual demands 
for physicians by armed forces are already being 
met by the medica] schools. Faulty distribution 
of physicians in rural communities is being cor- 
rected by the creation of adequate facilities for 
good medical care by the communities themselves. 
Provision for the relief of the financial distress 
of the medical schools is now being developed 
by private enterprise. This is the answer of 
medicine to government socialism. 


Dishonesty of Government Officials.—The 
serious economic and social effects of these pro- 
gressive invasions of liberty are accentuated by 
willingness of government officials to depart 
from strict honesty and to wink at infractions 
of morals. We are even advised to “open our 
minds to radical ideas.” (Kvidently former ad- 
ministration script writers are still with us.) 
Defaleations of government funds, bribery to 
secure favors, collusion with powerful racketeers 
are the natural outcome of progressive disregard 
of law and the Constitution. How can we expect 


minor government employees to remain uniform. 
ly honest when they see their chiefs consorting 
with racketeers, and themselves engaging shady 
and dishonest practices ? 

Today manufacturers of war materials in- 
volved in disputes with housing authorities, 
builders, and with government agencies, hesitate 
to take the position they believe to be right 
through fear of reprisals. ‘These men are patri- 
otic citizens, but loss of full confidence in the 
integrity of government delays agreement, and 
ihe fulfillment of urgent government. require- 
ments. 

And so early departures from honesty in gov- 
ernment thinking have grown to be major sean- 
dals which in turn are covered up to avoid polit- 
ical repercussions. The perpetrators of crime 
are given political sanctuary. In such a soil 
of distrust, discontent with the operation of our 
government grows. Citizens are disgusted with 
things as they are, and their minds are condi- 
tioned to acept socialistic proposals leading to 
the welfare state, which formerly they would 
have spurned, 

The attack on quality of medical care py the 
governmental attempt to impose socialized medi- 
cine on a free people is thus only one facet of 
the degeneracy in morals which opens the way 
for socialistic aims and invites communistic in- 
filtration. Our national safety demands a return 
to the highway of morality in education, business 
and government. Only in this way can we 
maintain our freedom and ensure the permanence 
of our beloved America. 


THE TRUTH ABOUT THE EKG 


It is well to remember that the electrocardio- 
graph merely records the electrical currents that 
are produced in the living heart. The record so 
obtained is called the electrocardiogram. The 
electrocardiogram is rendered abnormal when 
there are sufficient changes in the physiology or 
pethology of the heart to alter the usual or 
normal pattern of electrical conduction. It is of 


course possible for physiologic or pathologic 
changes to be insufficient in degree or to be so 
located that they do not alter the normal con- 
duction pattern. In such circumstances the 
electrocardiogram will remain normal despite the 
fact that heart disease may be present. Arthur 
G. Groscost, M.D., Limitations Of The Electro- 
cardiograph, Ohio M, J., Aug. 1952. 
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Organized Medicine and Its Service 


Harold M. Camp, M.D., 


Secretary, Illinois State Medical Society 


Monmouth 


Organized medicine is a truly democratic struc- 
ture. At the bottom, or “grass-roots”, level is 
the county medical society, the basis and founda- 
tion of the whole edifice, made up of individual 
doctors of medicine. It is the only organization 
that the individual actually joins, the only judge 

of its own membership and the agency through 

which all other medical groups must go to reach 

the member of organized medicine. 

At the next level is the state society or asso- 
ciation — known in Tllinois as The Illinois State 
Medical Society — made up, not of individuals, 
but of county societies. In Illinois, there are 92 
of these, but they cover all the 102 counties 
of the state, since three societies include physi- 
cians from two counties and a few more counties 
have so few physicians that they join the estab- 
lished societies in adjacent counties. They range 
in size from the great Chicago Medical Society 
— which is the medical society of Cook County 
— with its over 6,000 members, down to societies 
with as few as three members far down in the 
sparsely populated areas in the southern end 
of the state. 

And at the top, finally there is the American 
Medical Association, made up in turn of state 
societies or associations, not of individuals, and 
representative of the various states and terri- 
tories. 

Through the whole structure, which is at once 
complex, yet simple, there runs the insistence on 
democratie processes which has made it great 
and strong, the envy of our enemies and the 
target of abuse which only attests to its effec- 
tiveness. 

At the county level, for instance, there is full 
reprsentation in the governing body, whether it 
is called the council or the executive committee, 
and free elections, both of administrative of- 
ficers and in the policy-making council. Every 
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one can be heard and every one can vote. 
At the state level, there is again full repre- 
sentation, with every county unit represented in 
the governing body, and societies with more 
than 75 members represented by one delegate for 
each 75 or major fraction thereof. Thus every 
unit, small or large, has its right to be heard and 
is possessed of votes in proportion to its size. In 
Illinois the governing body, which makes all 
major decisions and elects officers, consists of 
175 men from the 92 societies and is known as 
the House of Delegates. It meets regularly once 
a year and as often as needed on special call. 
Interim decisions are made by the council, 
which is composed of 16 councilors representing 
each of eleven geographical districts into which 
the state is divided for the purpose. It meets 
several times each year to receive reports and 
consider matters needing immediate action. 
The American Medical Association is simi- 
larly governed, by a House of Delegates repre- 
senting the various state components on the basis 
of their total membership — one to each 1000 
or part thereof. It meets twice a year to make 
all major decisions and it likewise elects. officers 
annually. Its interim executive agency. is its 
nine-man board of trustees. ngss 
Medicine is thus very obviously organized on 
a representative basis like the House of Repre- 
sentatives of the Congress of the United States 
than which there is no stronger bulwark of de- 
mocracy in the world. Like the Congress, too, it 
works largely through committees, to each of 
which is assigned a specific duty and responsibil- 
ity of investigating and reporting and recom- 
mending to the council or other governing body, 
which alone has the power to act or to, delegate 
power. 
Medicine has often been ealled (enviously) 
by union leaders the strongest union in the coun- 
try. That is complimentary in the highest: terms, 
for it is really a tribute to the democratic pat- 
tern of its organization, based on the consent 
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and free participation of its members, never on 
compulsion, as it has developed over the last 
century. 

The Illinois State Medical Society was first 
organized in 1840 when a few physicians gath- 
ered together in Springfield and developed the 
organization. The early members were given 
a certificate of membership; our archives still 
contain one of these issued in 1841, signed by 
the president and secretary. Meetings were held 
annually for a few years, then apparently a peri- 
od of lethargy developed. A meeting was held 
and officers elected in 1847, but we have no 
record of further meetings until a reorganiza- 
tion held in Springfield in 1850. Since that 
time, with only two exceptions, the Society has 
held its annual meetings. In 1863 and again in 
1944, the meetings were cancelled on account 
of war. 

There were a number of district medical so- 
cieties in Illinois in the early 740s, each of which 
was permitted to send official delegates to the 
annual meeting. In 1847 and 1848, county med- 
ical societies were organized in at least three of 
Illinois counties, Peoria, Rock Island and San- 
gamon. In 1850 several others were organized, 
and during the next few years, a dozen or more 
counties had their own medical societies, all ap- 
proved by the State Society, which sent dele- 
gates to the annual meetings. 

At these early annual meetings, programs were 
made up principally of committee reports. These 
were committees on prevailing ailments, such as 
typhoid fever, tuberculosis, dysentery and diar- 
rheal diseases, obstetrics, then one on surgery. 
Contagious diseases were prevalent and reports 
were presented on these subjects. These commit- 
tees endeavored to give a report on the preva- 
lence of these conditions, with the generally ac- 
cepted types of treatment. 

The transactions of the annual meetings were 
published at first with paper cover, then after 
1865 with cloth, and were sold to the members 
on a subscription basis. 

In those early days, the idea of preventive 
medicine was just beginning to evolve and the 
Society, forward-looking for its time, made great 
efforts to get a State Board of Health in IIli- 
nois. Regular biennial trips were made to the 
capital to try to sell the idea to the legislators. 
Afier some 20 years of continuous effort, the 
Soc’ety was successful. 


Early records show that, even before II! inois 
became a state, there were at least two district 
medical societies organized, as a mandate under 
a territorial act. Actually four were prescribed 
and organized, although records of only two hold- 
ing meetings can be found. First of these was 
one which met at Edwardsville, and the local 
paper told of the programs and members present. 

Until 1899, the principal benefits to members 
of the State Society were the right to attend 
meetings and receive the transactions. 

In 1899, a new reorganization of the society 
was deemed necessary and carried out. It was 
at that time that the Illinois Medical Journal 
came into existence. All members receive a copy 
by virtue of their membership. In 1902-3, in ae- 
cordance with the plan, charters were issued by 
the State Society to all component county so- 
cieties, and within a period of three years, near- 
ly every county in the state had its own society. 
During the next half century, and down to the 
present time, benefits of membership have in- 
creased gradually and a closer relationship has 
been developod and maintained between the state 
and county societies. 

Nearly 100 years ago, the president of the 
Illinois State Medical Society literally “stuck 
his neck out” by predicting what might happen 
in medicine within the next century. As we re- 
view his predictions and check them with what 
has actually happened, we are astounded at the 
things this speaker predicted which have actually 
been developed in medicine and surgery. 

For 100 years, there were no annual dues to 
the American Medical Association, although 
members of county and state societies were auto- 
matically members of the A. M. A. Two years 
ago, the A. M. A. House of Delegates voted 
unanimously to have annual dues for members, 
these to be collected at the state or county level, 
and sent to the A. M. A. In Illinois our county 
medical societies have the responsibility for the 
collection of dues for the county and state so- 
cieties, and for the A. M. A. The by-laws of 
our State Society were amended so that mem- 
bership in the A. M. A. is a mandate to the 
members, and it is not possible to maintain 
membership in the county, and/or the State So- 
ciety without membership likewise in the Ameri- 
can Medical Association. This action has re- 


sulted in the loss of a very small number of our 
membership. 
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The A. M. A. has prescribed some exceptions 
to this general rule concerning membership dues. 
Those who have been members for at least 25 
years, and who have reached the age of 70, may 
on application approved by the State Society, 
have their A. M. A. dues cancelled. Likewise 
disabled members and our classification of emer- 
itus members are likewise exempt from dues. 


We have in our State Medical Society organi- 
zation some 33 committees, all of which have 
functions which benefit the entire membership. 
Thirty years ago, our society had a “committee 
on socialized medicine” which gave an annual 
report to our delegates at the annual meetings. 
Believe it or not, even at that time several states 
had bills introduced which if they had been en- 
acted, would have developed some form of politi- 
cal medical care. We all know what has hap- 
pened during the last 18 or 20 years since the 
first Wagner Bill was introduced, and the sub- 
sequent Wagner-Murray-Dingell bills, each of 
which asked for more than previous bills by the 
same men. 


Dues for the county, state society and the A. 
M. A. are collected by the local county medical 
societies. Dues for the state society and the A. 
M. A. come to our secretarial office at the state 
level, while we in turn send the A. M. A. por- 
tion to that organization. Every member of our 
state society receives The Illinois Medical Jour- 
nal as one of the benefits of membership. We 
send individual members of our component so- 
cieties many releases, brochures, etc., throughout 
the year as they are developed by the Society or 
received for distribution. 


For the last 12 years the State Medical So- | 


ciety has conducted postgraduate conferences in 
all parts of the state. To date some 125 of these 
conferences have been arranged and presented. 
Through a capable postgraduate committee, the 
arrangements are made, speakers and subjects 
lined up, then from our State Society office we 
send out first a preliminary letter three weeks in 
advance, telling physicians in the area of the 
meeting, the date, speakers and their subjects, 
and urging the physicians to keep the date in 
mind. Then 10 days before the conferences, we 
send the official program to the same mailing 
lists, with a postpaid addressed card so they 
can state whether or not they plan to be present. 


During the last year, we have used another 
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plan, that of getting speakers from one of the 
five Chicago medical schools for each meeting. 
We have had from 12 to 15 speakers from a single 
medical school, and the dean has been the speaker 
after the dinner in the evening. The deans us- 
ually spoke on “Medical Education in Reference 
to the General Practitioner,’ and these talks 
have been well prepared and well presented. It 
is not at all unusual to have physicians register 
at these conferences from as far away as 100 to 
125 miles. There is no cost other than for the 
dinner tickets. The State Society pays the ex- 
penses of the speakers, as well as for the post- 
age, printing and other essentials. 


In 1923 the society at its annual meeting de- 
veloped a lay educational committee to do what 
would now be considered as part of the medical 
public relations work. Lists of speakers were 
compiled with the subjects they were willing 
to use before any type of lay meetings. Soon 
after its organization, a weekly, bi-weekly and 
monthly health subject was discussed in a release 
sent from the office in Chicago to an increasing 
mailing list. 

The committee, after some years of operation, 
had its name changed to the Illinois State Med- 
ical Society Educational Committee, and as long 
as 25 vears ago, began to schedule regular health 
talks for radio presentations. Until the out- 
break of World War II, a health talk was pre- 
sented over one Chicago station for nearly 15 
years, without a break. Whenever an epidemic 
was prevalent anywhere in Illinois, several addi- 
tional assignments were given to our speakers 
to talk on that particular subject. 


Three years ago, the Health Talk TV show 
was established as a weekly half hour presenta- 
tion on WGN-TV, with the scripts prepared, 
and arrangements made by the Educational Com- 
mittee. 


Through the Committee on Medical Service 
and Public Relations, our public relations direc- 
tor goes to the counties of Illinois where, by 
previous arrangement, he meets with the officers 
of the county society, their Grievance Commit- 
tee, Board of Censors, and usually their dele- 
gates to the State Society House of Delegates, 
where a round table discussion is held, talking 
over the problems before all medical men, as well 
as any local problems in the particular com- 
munity. The public relations director endeavors 
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to tell what the State Society is doing, what 
they are willing to do along the line of service, 
and asks the men around the table to discuss 
their own community problems, and what they 
would like to have the State Society do to help 
them in any way. These conferences have been 
of unusual interest and have proven generally 
satisfactory to all concerned. 

The local societies have been urged to de- 
velop their grievance committees, which work 
with the state society grievance committee, to 
review carefully any complaints against the doc- 
tors on the part of patients. The Chicago Medi- 
cal Society has had such a committee function- 
ing satisfactorily for many years. 

It is the desire of the State Society first to 
refer complaints against members to the county 
committee, where most of the complaints can 
be adjusted satisfactorily. In the event the local 
committee does not care to handle the complaint, 
it is referred to the state committee, which fre- 
quently holds its own hearing with the individual 
making the complaint, as well as the physicians 
against whom the complaint is made, present 
during the hearing. It has been our policy to 
let the public know that such committees exist, 
and that they can have their alleged complaints 
investigated thoroughly. This has greatly im- 
proved the respect on the part of some people for 
the medical profession. 

We have arranged health exhibits for showing 
at the State Fair, and at a number of county, 
or district fairs, which have been very popular. 

We have seen the rapid growth in recent years 
of Blue Cross hospitalization insurance, and Blue 
Cross medical and surgical care insurance. Our 
society has approved these plans, as well as sev- 
eral life insurance company policies which meet 
the requirements for approval of our Committee 
on Voluntary Prepayment Medical Care. The 
society has unanimously decided that the people 
should decide on the type of policy they pre- 
fer, and the important thing actually is to get 
maximum protection in a minimum time. The 
Illinois Blue Shield Plan is now operating in 
some 97 of our Illinois counties, and is rapidly 
increasing the amount of insurance in force. 

The Scientific Service Committee of our 
state society maintains a list of some 350 speak- 
ers on their subjects, so that programs can be 
arranged for any of the county societies desir- 
ing this service. When the society is too small 
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to assume the expense, the committee pays the 
expenses in connection with the arrangem«nts, 
travel, printing, postage. For many of these so- 
cieties, the committee arranges a schedule of pro- 
grams from six months to a year in advance, 
This has been a very popular and well worth- 
while service. This work was started more than 
20 years ago, and has been carried on continuous- 
ly ever since. The speakers and subjects are 
selected from the brochure containing the entire 
list, on the part of the society desiring the 
service. The committee makes all arrangements. 

We have relatively recently established a serv- 
ice for new members, which is along the line of 
an indoctrination service. When new members 
are reported by the county society, we send each 
a packet with much informative data, and in an 
accompanying letter urge these new members to 
look the material over carefully to inform them- 
selves as to what the state society does for its 
members. In the packet is enclosed a copy of 
the Constitution and By-laws of the Society, the 
Principles of Medical Ethics of the American 
Medical Association, which has been repeatedly 
approved by the State Society, and a copy of 
the A. M. A. handbook, telling of the functions 
and services of the A. M. A. in its many depart- 
ments, is sent by the A. M. A. 

Copies of other brochures are likewise sent 
in these packets. Our “Doctors and Horses” 
pamphlet tells of the plan for getting more gen- 
eral practitioners in the rural areas where addi- 
tional medical personnel is needed. Thus the 
booklet outlines in detail the joint plan of the 
Illinois State Medical Society and the Illinois 
Agricultural Association to loan money to stu- 
dents desiring to enter medical school. After 
completing their internship, these new doctors 
agree to go back to the county where they for- 
merly resided, and practice in a small town until 
the loan is repaid. This automatically becomes 
a rotating fund, and at the present time with 
a few completing their internships, some 40 stu- 
dents have been aided through these educational 
loans. 

In the packet we also send a brochure of 
Blue Cross and Blue Shield plans, and a booklet 
telling of the policies which have been approved 
and sold by private insurance companies. An- 
other booklet tells of the plan in operation as 
agreed upon by the Veterans’ Administration 
and the State Society, for the home town care 
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of veterans with service connected disabilities. 
The jee schedule for the various services is in- 
corporated in the booklet. 

We also maintain a placement service to aid 
physicians seeking suitable locations and com- 
munities seeking physicians. We have forms 
which are sent to the physicians asking for this 
service, and to communities needing physicians, 
to get factual data concerning both the physi- 
cians and communities to enable us to determine 
the actual need, what the physician can reason- 
ably expect if he decides to locate there, and 
what the community may expect from the inii- 
vidual physician under consideration. We have 
invariably, especially in smaller communities, 
urged that they have a suitable office and home 
for the doctor, and in many instances recom- 
mend that plans be made to loan enough money 
to the physician to purchase e:sential equipment, 
and perhaps furnishings for the new home. We 
have at this time communities willing to spend 
as much as five or six thousand dollars to get 
the type of doctor they desire. 

For many years the physicians have been ac- 
cused of living in an ivory tower, only interested 
in medical matters, and not in civic or citizen- 
ship problems. We have been endeavoring in 
recent months to carry out a survey in Illinois 
to disprove this belief, and we find that hun- 
dreds of Illinois physicians are mayors, mem- 
hers of city councils, officers in Chambers of Com- 
merce, school boards, ete. 

Again we have been long trying to urge mem- 
bers of the profession to assert their citizenship 
privileges. They should all register, and vote at 
elections. When nearly half of the voters of 
America fail to vote at national elections, there 
should be some method of driving home these 
citizenship responsibilities. Repeated surveys 
have shown that physicians are not as bad as 
members of some other professions in this re- 
spect, but we are anxious to see every member of 
our State Society register and vote at elections. 
We maintain a non-partisan organization, and 
do not attempt to tell anyone how they should 
vote, but insist that they do vote. 

In our society, as 1 have said, the House of 


Delegates, composed of delegates from the small- 
est as well as all other component societies, is 
the legislative body. Our Council, or Board of 
Trustees, is the judicial body, while our presi- 
dent is the executive. The Council holds meet- 
ings regularly, about six weeks apart, and spends 
a full day in its deliberations. Some of these 
members to reach the meeting, must spend two 
nights on the train in order to spend a full day in 
Chicago, where the meetings are held. It is sel- 
dom that a single member is absent, and then 
only for a good reason. Individual members in- 
variably know their Councilor, and have every 
right to tell the Councilor what they would like 
in the way of service. hey likewise can appear 
at the meetings of the House of Delegates, and 
discuss the various reports and resolutions at the 
reference committee hearings, held before final 
action is taken. They do have a voice in all 
transactions of the Society as a whole. 

We realize that we are living in an ever chang- 
ing world, and that the horse and buggy days 
are gone, when physicians were primarily in- 
terested in making long and frequently difficult 
trips to see suffering patients. We have seen 
the ever-changing trend at our nation’s capitol 
to change our way of living. With these in mind, 
it has been necessary to change frequently the 
principal activities of a society such as ours, 
with nearly 10,000 members. 

We have endeavored to show the work of our 
state and county societies, and that we need, 
and believe we have a close relationship at the 
two levels. As we have previously stated, the 
individual members at the grass roots level, are 
actually the county and state societies, and the 
A. M. A. No society, regardless of its size, is 
denied the privileges and services which are 
available to the members of the largest county 
medical society. One of the most important con- 
siderations today in medicine, as in other profes- 
sions, is for the members to act right, think 
right, and improve the respect for the profession 
on the part of the citizenry of our state. This is 
personal public relations, and if proper consider- 
ation is given by all of us to this important sub- 
ject, we will have less fears in the future. 
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Effects of Various Types of Analgesia 
and Anesthesia on the Newborn 


Clair M. Carey, M.D., F.A.C.S., F.1.C.S. 


Asphyxia neonatorum constitutes an important 
problem in any large obstetrical service. We 
must recognize this as well as the other dangers 
incident to the administration of analgesia or 
premedication and the various types of anesthesia 
employed at the time of delivery. 

The purpose of this presentation is to give a 
cross section of the effects of analgesia and an- 
esthesia on the newborn from a service in a pri- 
vate hospital which annually delivers over 3,000 
babies a year. 

A general survey of the delivery records from 
June, 1950 through December, 1950, of the West 
Surburban Hospital, Oak Park, Illinois, was 
made to ascertain the relationship of asphyxia 
neonatorum to premedication, anesthetic, and 


length of labor. A total of 1,%84 deliveries are 


included in this survey. Of this number, 747 
were primiparas. ‘T'he deliveries were all super- 
vised by staff members and resident obstetricians 
and the records are reasonably uniform and 
accurate. 


The classification of asphyxia neonatorum used 
in this study follows the classification advanced 
by Lund in 1942. All infants showing moderate 
to severe asphyxia required some degree of re- 
suscitation and are included in this study. 

Since the management of obstetrical cases 
must be individualized, the application of rou- 
tine dosages of premedication and the employ- 
ment of definite types and amounts of anesthesia 
cannot be strictly applied. In general, however, 
all cases were cared for in the following manner: 
When labor was established, all were given some 
type of premedication. This drug or drugs was 
repeated as often as necessary to maintain satis- 
factory analgesia and relaxation until the end 


of the second stage of labor appeared imminent. 


Some type of imhalation anesthesia was then 


From the Department of Obstetrics, West Suburban 


Hospital, Oak Park, Illinois. 


Oak Park 


employed for the delivery of the baby and the 
repair of operative procedures or lacerations, if 
any. When delivery by cesarean section was 
planned before the onset of labor, as in a second 
cesarean section or established bony dispro- 
portion, the patient was given only atropine, 
grains 1/150, about one-half hour before sur- 
very. All cesarean operations were performed 
under inhalation anesthesia. 

‘The total cases have been divided into seven 
groups according to the type of anesthetic agent 
employed. The anesthetic agent was used only 
at the time of delivery, whether spontaneous or 
operative, and during the time of the necessary 
repair if any. In considering the relative influ- 
ence of these gases in the production of asphyxia 
neonatorum, the figures shown in Table 1, must 
be considered critically. Other factors, such as 
length of labor, amount and type of premedica- 
tion, and type of delivery, also bear an important 


influence on the production of asphyxia. 


TABLE 1 
Agent No. No Required | 
Cases Asphyxia Reeuscitatiot 
Per Cent Per Cent 

\Nitrous Oxide 337 06.15 3.85 
[Ethylene 590 92,04 7.90 
Ether 3 66.67 33.33 
Nitrous Oxide and 
Ethylene 541 91.69 8.31 


Ethylene and Ether 110 70.00 30.00 


Nitrous Oxide, 


Ethylene and Ether 99 55.56 44.44 
None 104 97.12 2.88 
Grand Total 1784 89.80 10.20 


‘Che incidences of moderate to severe asphyxia 
in the case of nitrous oxide of 3.85 per cent com- 
pares favorably with the figures shown by Lund 


in his series of 1,982 cases, where such degree of 
asphyxia occurred in 5.0 per cent of the cases. 


He also reported an incidence of 6.5 per cent in 
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the case of ethylene and nitrous oxide combina- 
tion. 

The 104 cases reported under no anesthetic 
agent were either precipitate deliveries or those 
in which the technic recommended by Grantly 
Dick Read were employed. 

The relation of the type of premedication to 
the appearance of asphyxia neonatorum is 


shown in Table 2. 
TABLE 2 


No. No Required 
Cases Asphyxia Resuscitation 
Per Cent Per Cent 

91.98 8.02 


Demerol 349 


The group given no premedication includes the 
cesarean sections, and the patients delivered by 
the Grantly Dick Read technic. A factor in- 
fluencing the relatively high incidence of asphyx- 
ia in this group is that it includes operative 
cases, such as abruptio placentae, placenta previa, 
and cases where a trial of labor has shown the 
birth canal inadequate for vagina) delivery. In 
these latter cases, the infant was suffering from 
anoxemia due to the type of labor. 

The relation of the length of labor to the in- 


cidence of asphyxia neonatorum is shown in 


Table 3. 


TABLE 3 


91.70 8.30 


83.34 16.06 


100.00 


100.00 


Demerol and Scopolamine 1118 
Barbiturates 12 
Nisentil 10 
Morphine Sulfate 1 
Morphine Sulfate and 

Demerol and Scopolamine 36 


83.84 


No. No Required 
Cases Asphyxia Resuscitation 
Per Cent Per Cent 
1444 90.73 9.27 
279° 88.54 11.46 
61 73.78 26,22 


Length of Labor 


Under 12 hours 


12 to 24 hours 


Over 24 hours 


79.46 


No premedication 258 


Grand Total 1784 89.80 10.20 


Grand Total 1784 89.80 


Premedication is given to each patient when 
labor is definitely established, as evidenced by 
cervical dilatation and regularity and strength of 


uterine contractions. The drug or drugs em- 


ployed may be repeated as often as deemed 
necessary to maintain a state of analgesia and 
relaxation. 

Demerol, a brand of Meperidine (Isonipe- 
caine) Hydrochloride, was employed in 100 milli- 
gram doses intramuscularly, repeated at intervals 
of three to four hours as required. No cases 
received more than 300 milligrams. 

When Demerol was given with scopolamine, 
the latter drug was given only once, with the 
Demerol alone being repeated as the occasion 
demanded. Scopolamine, grains 1/150, was re- 
peated in only a very small number of the cases 
Teported. 

Morphine sulfate was employed when a rest 


period was indicated by the course of the labor 


and was only used one time as the sole premedi- 
cation. The 36 cases where it was employed in 
conjunction with Demerol and scopolamine, were 
all long labors, requiring one or more rest periods. 


The barbiturate employed was pentobarbital 


and was used in so few cases as to make the 


figures shown inconclusive. The relative effects 
of Nisentil, a 4-phenyl-4-acyloxy-piperidine de- 
rivative, are also inconclusive for the same reason. 
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The course of labor was arbitrarily divided into 
three main categories. Labors under twelve 
hours’ duration made up the bulk of the series 
studied and showed an incidence of moderate to 
severe asphyxia comparable to the average for the 
entire series. In this group, which was by far 
the largest, were the bulk of the multiparous 
deliveries of which there were 1037. 

There is a marked increase in asphyxia as the 
labor extends beyond the 24 hour period. In this 
latter category approximately one out of every 
four infants required some degree of resuscita- 


tion. 

Discussion.—Lund makes the statement that 
“it would be presumptuous for the obstetrician 
to speak with authority concerning the physi- 
ology, pharmacology and clinical management of 
obstetric analgesia and anesthesia, and yet there 
is an intermediate zone in which the knowledge 
and experiences of both must be integrated. It 
is on this ground that we must meet” to discuss 
this material.” 

According to Russ and Strong, “Anoxemia, 
from many causes, is responsible for 18.5 per 
cent of all deaths in newborn babies. It is fourth 
in the causes of death in this age group. Among 
the most frequent contributing factors of anoxe- 
mia are the age and parity of the mother, dur- 
ation of labor, type of delivery, prepartal anal- 


gesia, and the anesthesias used during delivery. 
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Less frequently, prematurity, premature separa- 
tion of the placenta, bleeding placenta previa, 
short cord, prolapse, torsion, knot, kink, or com- 
pression of the cord may cause it, Anoxemia 
prolonged more than two minutes after delivery 
will cause serious cerebral changes. But the 
prompt initiation and maintenance of respiration 
within thirty seconds after cutting the cord will 
prevent these changes, and if it is established 
before two minutes it may oxygenate the blood 
sufficiently to arrest any changes which have be- 
gun.” It has been our observation that in pro- 
longed labor, that is after twenty-four hours and 
from that time on up, the percentage of resus- 
citation of the newborn increases rapidly. Con- 
sequently it is absolutely necessary for the ob- 
stetrician who is dealing with prolonged labor 
to be careful in the amount and type of pre- 


medication which is given to the patient. 


Kamperman states that “the middle of the 
road in analgesia is still the proper thing. I 
think we should train our patients not to expect 
a painless labor. We should not tell them that 
we will meet them at the front door with an 
analgesia. ‘hey should expect to go through 
part of the labor before analgesia is given, If 
we delay giving analgesia until labor is well 
started, then usually one dose will carry through 
the remaining labor. ‘The amount given is ex- 
ceedingly important.” We concur in this state- 
ment. ‘Too much premedication in the early 
stages of labor not only delays and slows down 
the uterine contractions, but if we analyze this 
statement, where the mother with full-grown 
and normally developed cells, is completely so- 
called “drugged out,” it is not too difficult to 
estimate the damage that may be done to the 
unborn fetus who is still in the stage of develop- 
ment. It has been the experience of all of us 
that many of the babies who do not respond to 
resuscitation with a tracheal tube plus artificial 
respiration, will later in life show evidence of 
retardation or cerebral injury due to intoxication 
from too much analgesia, and not because of 
prolonged labor or the type of delivery. 


In our endeavor to make the prospective 
mother free of all pain during the course of 
labor we have become the victims of our own 
enthusiasm. We all feel that the patient must 
be made comfortable but excessive and empirical 
dosuges that are used at times may be responsible 
for the high incidence of anoxemia of the new 


born. In evaluating the dosage required e:ich 
mother is an individual problem. Guede) jas 
defined the ideal obstetrical anesthetic agent as 
one that “should have no ill effect, immediate 
or remote, upon either the mother or the baby. 
It should render true physical relief from suf- 
fering and should be applicable over a long 
period of time without influence upon uterine 
contraction, Jt must present to the obstetrician 
a patient in satisfactory condition for correct 
delivery, and to be practical it must admii of 
convenient and simple application.” 

Cole et al, Henderson and his associates, and 
Heard are of the opinion that ether and some of 
its combinations when used as obstetrical anes- 
thesia do not definitely increase asphyxia neona- 
torum. Embree found little asphyxia definitely 
attributable to either ether or chloroform. In 
Heard’s estimation nitrous oxide and ecyclopro- 
pane are both superior to ether, but he obtained 
the least asphyxia neonatorum folowing spinal 
anesthesia for cesarean section. 

Kennedy says, “we must not lose sight of a 
possible intrauterine asphyxia, or maybe it would 
be wiser to call it an intrauterine anoxia, both 
terms meaning a diminution of oxygen available 
to the tissues. Depending on the degree of 
anoxia, the tissue reaction is congestion, then 
edema followed by petechial hemorrhages and 
death of cells. Gross bleeding may occur if the 
asphyxia is severe. While the nerve cells are 
the most easily affected, the above pathologic re- 
actions may occur in other parts of the body, 
notably in the lungs. Atelectasis may be the 
result of edema of the lungs following intra- 
uterine anoxia.” 

As a result of this survey of the literature and 
of our own records, we feel that the program 
carried out on our service is satisfactory, in that 
89.8 per cent of 1784 babies delivered by staff 
members and resident obstetricians were free 
from asphyxia. However, every effort will be 
continued to further improve this percentage. 

CONCLUSIONS 

1. A study of the delivery records of a large 
obstetrical service for a period of six months is 
presented. 

2. The literature is reviewed. 

3. Emphasis is placed on the need for indi- 
vidualizing each obstetrical case before the ad- 
ministration of either analygesia or anesthesia. 
715 Lake Street 
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The logical basic consideration in this dis- 
cussion would be a brief review of the present-day 
status and accepted procedures in the manage- 
ment of hypertension, which is the primary 
etiological factor in the production of mest adult 
heart disease, — the predominant type encoun- 
tered in practice today. Mid and later life heart 
disease may be subdivided into three groups. 

A, Hypertensive heart disease with gradually 
developing myocardial failure. 

Bb. Arteriosclerotic heart disease, — the true 
coronary type with angina and often occlusion 
and myocardial infarction eventually. 

(. The combination of coronary and hyper- 
tensive heart disease with myocardial failure and 
coronary insufficiency together, 
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A brief summary of truly useful measures and 
survey of futile gestures and largely ineffective 
therapy in the management of hypertension 
would appear to be in order. 

In the first place, the whole question of hyper- 
tension appears to me to be over-emphasized to 
the public and among many physicians. Too 
many people are being made blood-pressure con- 
scious needlessly. In the great majority of 
hypertensives the process is a relatively benign 
one, and needs no special medical treatment nor 
does it justify a dire prognosis. Common sense 
management of the habits of living and teach- 
ing the subject to learn to live with his usually 
inherited diathesis is all that is required. This 
simple fact is so frequently ignored that the 
sphygmo-manometer has become the beté noir of 
the hypertensive and anything but manna from 
heaven to the oft times exasperated physician in 
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charge. A blood pressure ranging between 170 
to 190 and a diastolic not over 110 appears to be 
well tolerated over a great number of years, in 
the majority of hypertensive subjects. Anyway 
their condition is usually one they have obtained 
from the family grab bag and not an acquired 
malady. 

By the same token there is no medical pro- 
gram or specific agent that is likely to correct an 
essential hypertensive tendency — it is part of 
their inherited make-up. Needless to state the 
essential vascular hyper-reactive tendency of the 
hypertensive can be emphasized and stimulated 
by unfavorable habits of living such as over- 
eating, chronic fatigue and insufficient sleep or 
lack of emotional self-discipline. In other words 
the hypertensive must unhitch his wagon from 
the star of achievement and learn to live under 
the broad shade of tranquillity in order to stretch 
out his years of productive capacity and increase 
his life span. 


We know that the presence of hypertension 
does accelerate the advent of degenerative vascu- 
lar changes and oft times produces premature 
cardiac, cerebral, and renal complications. Never- 
theless’ it is highly problematic whether any 
known medical regime of treatment in the pres- 
ent state of our knowledge can stave off these 
eventual changes beyond the period of their 
anticipated appearance. In early stages these 
cases are merely hyper-reactors and not true 
hypertensives, and we may be able to delay the 
fixed hypertensive stage by readjusting their 
habits of living. They ordinarily do not pre- 
sent any clinical symptoms until at least 10 to 
15 years have elapsed following their period of 
fixed hypertension, and then it is the compli- 
cations that produce the symptoms. These com- 
plications of course include cardiac enlargement 
and congestive failure, coronary and cerebral 
athero-sclerotic changes, retinal complications, 
ete. These cases can truthfully be told they are 
vascular hyper-reactors and not true hyperten- 
sives in the early stage of their process and thus 
minimize as far as we can any fixed ideas or 
anxieties they may harbor concerning the gravity 
of hypertension per se. 

As to medication for the hypertension itself, 
aside from the management of any cardiac and 
cerebral complications, or for critical episodes, 
the only specific drug therapy that appears to be 
effective is a judicious program of sedation. This 
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need only be given once or twice a day in most 
cases and different sedatives should be given in 
alternate fortnights or months perhaps, so as to 
avoid cumulative effects. The rice-fruit diet pro- 
grams have been shown to be effective becauxe 
of their general depletive influence plus their 
low sodium content, all of which can be obtained 
in a far less monotonous manner where the in- 
dication presents itself. Such a regime appears 
to be indicated only for markedly fulminant 
hypertensive states or in the presence of actual 
or threatened cerebral encephalopathy, severe 
protracted vertigo, intractable throbbing head- 
ache or in the face of progressively diminishing 
myocardial reserve, if not actual congestive fail- 
ure with paroxysmal nocturnal dyspnea attacks. 
Incidently, in order to make a low-sodium pro- 
gram more palatable, we have found that Tobasco 
sauce is useful — since it is practically sodium- 
free and can be used in conjunction with salt 
substitutes. 

In the critical episodes of hypertension de- 
scribed several drugs have appeared on the hori- 
zon for utiization under specific circumstances 
These substances include the methonium com- 
pounds such as hexa methonium Bromide 
(Bistrium-Squibb) or C59-68 (hydrozino pthal- 
azin) Ciba. The latter acts in the region of the 
hypothalamus and tends to enhance renal blood 
flow. Its action is quite unpredictable and it 
must be used with care. The methonium com- 
pounds act in the manner of a medical sympa- 
thectomy by blocking sympathectic and parasym- 
pathetic ganglionic impulses. They offer an 
effective way of determining the potential effect 
of a surgical sympathectomy, and also tide over 
critical complications such as hypertensive en- 
cephalopathy. In our experience this has com- 
prised the usefulness of these compounds. 


Among other useful drugs is KSCN, which 
given for limited periods under careful laboratory 
control is helpful in relieving intractable hyper- 
tensive headaches which are unresponsive to head 
high position in bed. For the long term pull 
this drug is too toxic for practical use in our 
observation. As to the long lasting nitrates such 
as mannitol hexanitrate and similar compounds, 
we have found that their usefulness is limited 
and their effectiveness not too consistent. Ve- 
ratrum viridi compounds have not proven pre- 
dictable in their effect and furthermore their 
toxic and therapeutic range appears to be too 


Ilinois Medical Journal 


nal 
tic 
en 
for 
xal 
no 
pli 
tre 
bra 
me 
pu 
me 
in 
ath 
obs 
in 
we 
ben 
hy} 
‘ 
ace 
hy} 
ten 
nor 
en 
J 
hea 
dui 
me. 
por 
this 
her 
sen 
stat 
less 
of « 
I 
low 
cati 
bin 
am 
the 
rela 
uni 
ing 
ing 


narrow to make their general application prac- 
tical. 

Dihydro-ergocornine preparations must be giv- 
en parenterally* which makes them impractical 
for long term use. We have found that the 
xanthine derivatives such as aminophyllin serve 
no useful purpose in the treatment of uncom- 
plicated hypertension. 

The only indication for aminophyllin is in the 
treatment of Cheyne-Stoke’s respiration in cere- 
bral or cardiac complications or in the manage- 
ment of hypertensive myocardial failure, with 
pulmonary edema. 

The lipotrophic agents such as choline, 
methionine, and inosito] have not been effective 
in lowering cholesterol levels in a series of 45 
atherosclerotic middle life coronary subjects we 
observed during the past year. 

Although rutin appears to be justifiably used 
in the management of ophthalmic hemorrhages, 
we are not at all impressed with any practical 
benefit from its routine employment in cerebral 
hypertensive complications. 

Surgical sympathectomy continues to be an 
acceptable plan of control for severe progressive 
hypertensive states and in early malignant hyper- 
tension. We have found no suitable or effective 
non-surgical substitute up to date that has prov- 
en helpful for any protracted period of time. 

What is new in the management of congestive 
heart failure? Aside from the accepted proce- 
dures of the past, the only thing one might 
mention is the further acceptance of the im- 
portance of maintaining a low sodium intake in 
this condition. While it is not necessary to ad- 
here to the strict 500 mg. or less program es- 
sential for the control of critical hypertensive 
states, nevertheless a total sodium intake of 
less than 2 gm. is important in the mangement 
of congestive heart failure. 

Recently a new aid to the maintenance of a 
low sodium program has been realized in the 
cation exchange resins. These exchange resins 
bind intestinal sodium and thereby reduce the 
amount of the ion available for absorption from 
the intestinal tract. These ion exchangers are 
relatively insoluble substances which have the 
unique property of releasing one ion and replac- 
ing it with another. We are using one contain- 
ing 20% in the potassium and 80% in the hy- 
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drogen cycle which is not so apt to disturb the 
potassium balance, inasmuch as it releases as 
much potassium as it removes. Where salt re- 
striction is indicated this will allow a far more 
palatable diet, although some distention and nau- 
sea is frequently noted after a period of a week 
or so. 

Another advance in the treatment of congestive 
heart failure attacks is the realization that anti- 
coagulant therapy is indicated because of the 
thirty percent incidence of marked pulmonary 
infarction found post-mortem in such conditions. 
It is felt that this complication is the actual cause 
of death in at least 30% and probably contribu- 
tory in nearly double. Thrombosis originates 
either in the femoral veins or is formed in situ 
in the pulmonary vessels in 56 per cent. These 
areas of pulmonary infarction are undoubtedly 
the cause of the fever and increased sedimenta- 
tion rate so consistently noted in severe conges- 
tive failure episodes. Where the indication ap- 
pears urgent 100 mg. of heparin intravenously 
should be given followed by 50 mg. every 4 hours. 
When less urgent 200 mg. of depo heparin can 
be given subcutaneously, the effect of which 
usually asts 12 hours. This can be followed up 
with another 100 mg. in 12 hours, after which 
time one can be reasonably certain that the ef- 
fects of oral dicumarol can become apparent. 


Since salt and water retention produces an 
increase in blood volume and consequent en- 
hanced cardiac load, the relief of the extra car- 
diac factors in congestive failure is even more 
important than efforts toward increasing cardiac 
output. This emphasizes the importance of 
sodium restriction and diuresis. The available 
mercurials appear to be about equally effective. 
Intravenous of 10 ce. of 20% decholin will 
sometimes amplify the effect of the mercurials 
in depleting edema and pulmonary congestion, 
and when this fails one may try a combination of 
10 cc. of decholin and 500 mg. of ascorbic acid 
in 50 ec. of 50% glucose, given slowly intraven- 
ously. 

Radioactive iodine has been useful in our 
experience in promoting induced hypothyroidism 
in order to diminish metabolic demands upon a 
flagging myocardial reserve. The cases best 
suited for this treatment are those whose status 
is relatively stationary or only slightly progres- 
sive and yet not responsive to the usual program 
of control. I-131 should be restricted to those 
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cases whose radio-active iodine uptake level is 
not low enough to indicate an already existant 
thyroid deficiency, that is below 20%. 


We feel that getting these patients out of bed 
as soon as the critical phase is over is distinctly 
beneficial and we prefer putting them in a rock- 
ing chair. Rocking appears to’ exert a beneficial 
influence on circulatory flow and encourages 
venous return from the legs, incidental to the 
leg muscle contraction entailed in rocking. The 
general enhancement of physical comfort and 
mental contentment associated with rocking was 
recognized by older generations and should not 
be lost sight of today. 


The Treatment of Coronary Disease—Among 
recent developments in the management of coro- 
nary occlusion with myocardial infarction are 
realization that anti-coagulant therapy does not 
appear to be essential as a routine measure in 
every case of myocardial infarction in order to 
minimize complications, and furthermore that 
earlier sitting up and ambulation is justified in 
a goodly percentage of cases following the milder, 
uncomplicated attacks. 


Anti-coagulant therapy has been employed in 


a more selective manner on our hospital service 
for the past year and a half. Our experience 
has been that the probability of a fatal outcome 
or of a thrombo-embolic complication is almost 
negligible in a well managed, “good risk” pa- 
tient, that is one who does not present ominous 
signs or symptoms in the initial phase of the 


attack. The majority of sudden deaths that 
do occur come in the first 48 hours before di- 
cumarol could have become effective. The cause 
of these early deaths such as prolonged shock, 
ventricular fibrillation, myocardial rupture, or 
congestive heart failure could not have been in- 
fluenced by the treatment anyway, so that the 
actual reduction in potential mortality from 
anticoagulant therapy is undoubtedly consider- 
ably lower than gross statistics would indicate 
in the less severe, uncomplicated attack. We 
feel that dicumarol should be reserved for poor 
risk cases, that is those which present serious 
or ominous prognostic signs, such as a previous 
infarction, intractable or recurrent pains or 
severe prolonged shock. Congestive heart failure, 
gallop rhythm, auricular fibrillation, or ventric- 
wlar tachycardia likewise present’ indications 
justifying anti-coagulant therapy in our opinion. 


We employ anti-coagulant therapy in ca-es 
where occlusion appears imminent, as indicated 
by increasing frequency or severity of the angi- 
nal attacks or angina occurring at rest, unless 
the latter is an expression of insidious congestive 
myocardial failure with an early development of 
nocturnal pulmonary congestion, in which case 
a mercurial injection will be effective in pre- 
venting further nocturnal anginal attacks. 

Another trend in the present day management 
of myocardial infarction is the dawning realiza- 
tion that shortening the orthodox period of bed 
rest is not only safe but salutary. Our favorably 
responding infarctions, not designated as poor 
risk cases by the criteria described, are allowed 
to sit up the third week and to walk about the 
room the week following. 

Available evidence suggests that while there 
is every advantage in insisting upon prolonged 
restriction of physical activity, but little is to 
be gained by actually prolonging the period of 
bed rest after the danger of myocardial rupture 
or ventricular fibrillation is past. Fortunately 
these rare complications nearly always occur dur- 
ing the first fortnight and are uncommon there- 
after. Experimental myocardial infarction in 
dogs present no evidence that early ambulation 
encourages ventricular aneurysm. 

Blumgart has suggested that the stimulation 
of restorative tissue circulation may well be in- 
fluenced by the presence of an insufficient blood 
supply and consequent tissue demand for the 
same. 

Among the disadvantages of recumbency are 
reduced circulation to the pulmonary bases and 
a greater possibility of peripheral venous throm- 
bosis and consequent potential pulmonary in- 
farction. Furthermore disturbed nitrogen and 
calcium balance along with the psychic trauma 
and cardiac anxiety incidental to a protracted 
stay in bed are all factors to be reckoned with 
and cannot be discounted as an important in- 
fluence toward ultimate recovery and return to 
a reasonable functional capacity. We must bear 
in mind that there are two principal objectives 
in the overall management of myocardial in- 
farction. The first is to save the patient’s life 
and the second is to prepare him for further 
living, an objective which has been lost sight of 
all too frequently perhaps in the accepted regimes 
of the past. 

18 South Kingshighway 
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If the word “search” in the title of this report 
has a slightly facetious tone, it is intentional, 
for too often, what begins as an attempt as the 
removal of a foreign body from the tissues ends 
as a failing search, embarrassing to the operator 
and disappointing to the patient. The position 
of a foreign body as seen on an x-ray. film, par- 
ticularly with the aid of skin markers, frequently 
suggests to the general practitioner as well as 
to the surgeon a simple, easily performed opera- 
tion for its removal. The impressions are mis- 
leading. To minimize failures and reduce un- 
necessary disability, the operation for the re- 
moval of a foreign body from the tissues should 
be one of mathematical precision and careful 
planning. The operator should be familiar with 
the principles and the pitfalls. 

For proper orientation it is essential that the 
anatomical part under consideration be placed 
on the operating table in the same position in 
which x-ray or fluoroscopic localization was per- 
formed. To accomplish this, it must be obvious 
that the surgeon, himself, should perform the 
localization or else be a part of a team in co- 
operation with the roentgenologist. Figure 1 
represents how errors can be made if this rule 
is not followed. The roentgenologist in such a 
case localizes the foreign body F by fluoroscopy 
and marks the skin in the anterior-posterior and 
lateral positions at points A and B. The sur- 
geon inadvertently may rotate the anatomical 
part on the operating table (as indicated by 
arrow). The skin markings have now shifted 
to points A’ and B’. The foreign body F has 
now moved to the position F’. The anterior- 
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The Search for Foreign Bodies 
in the Tissues 
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FIGURE 1 


FLUOROSCOPE 


— X-Ray 
~ 


posterior and lateral markings which directed 
the surgeon to the foreign body are now so mis- 
leading that the foreign body will not be found 
except by a long, tedious search and unnecessary 
mutilating dissection, for the surgeon will now 
direct his search in a perpendicular direction 
from point A’ instead of from point A. When 
one is dealing with an extremity or any other 
part where fixation is possible, it is helpful to 
attach a board in such a way that the extremity 
will remain in the same position in the x-ray 
room and in the operating room. When localiza- 
tion is performed with the fluoroscope, the screen 
aperture should be as small as possible since the 
central rays produce the least amount of distor- 
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tion. Figure 2 illustrates these points. Line A 
represents the degree of distortion of a foreign 
body when the x-ray tube is high. In contrast 
to this, it will be noted that Line C which repre- 
sents the distortion as seen on the xray film when 
the tube is lowered, is far greater. Note also 
that the middle skin marker becomes superim- 
posed over the foreign body on the x-ray film and 
might give the surgeon the impression that the 
foreign body lies directly beneath this skin mark- 
er. In reality, this skin marker is quite some 
distance from the position of the foreign body. 
Lines B and D represent the discrepancies of 
skin markers at different x-ray tube heights and 
illustrate further how misleading skin markers 
may be. With the tube in the low position, the 
skin marker (to the left) would be superimposed 
over the foreign body on the x-ray film, and would 
give the misleading impression that the foreign 
body was directly beneath the skin marker. It 
must be apparent that the surgeon incising per- 
pendicularly along the dotted line (in the dia- 
gram) would be quite some distance laterally 
from the foreign body. In the left side of the 
diagram of Figure 2 the foreign body, the x-ray 
film, and the skin markers have been placed close 
to one another. The distortion as represented 
by the small horizontal lines is now almost 
negligible. 


In civilian life most foreign bodies are en- 
countered in the palm of the hand. Usually 
thes» are broken sewing needles in the hands of 
women. Fortunately, as based on the previous 
explanations, the hand is relatively thin and 
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since the xray film and skin markers can be 
placed fairly close to each other, distortion is 
minimized. Even here the hand must be placed 
on the operating table as it was in the x-ray room, 
This can be accomplished by tying the hand to 
a board. For this anatomical part, a simple 
localizing screen has been devised (Figure 3), 
It consists of a mesh wire, divided into 14 inch 
sections, on one side of which are incorporated 
lead numerals and on another side, lead alpha- 
betical letters. The hand is scrubbed for surgery 
and the sterilized screen tied to the palm. The 
position of the foreign body is noted on the wet 
x-ray film and marked accordingly with indelible 
dye on the palm while the localized screen is 
still in place. The screen is then removed and 
an incision placed over this marking will be di- 
rectly over the foreign body. 


The screen described cannot be used in thick 
parts of the body where the distance between 
x-ray film, skin markers, and foreign body is too 
large and therefore produces distortion. It can, 
however, be applied in a special apparatus de- 
signed for this purpose. Such an apparatus has 


Figure 3.—Shows the hand and forearm fixed to the 
operating board and the localizing screen tied in 
place. 
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been evised and built and is now in the experi- 
mental stage. In the meantime, it is advised 
that the fluoroscope be used for thick parts of 
the body, and that the fluoroscopy be performed 
by the surgeon or in direct association with the 
roentgenologist for reasons mentioned previously ; 
for the surgeon, during the localization, will al- 
ready be planning the surgical approach. 

The layman and even physicians are under 
the impression that foreign bodies move in the 
tissues. They will move, but only as far as 
muscular action will carry them, which is very 
little, and thereafter, they remain fixed. Many 
a small innocuous foreign body may be left in- 
definitely in the tissues, particularly when dif- 
ficulty in their removal is anticipated. ‘They 
become fixed and encased in dense connective 
tissue and may cause no difficulty during a 
lifetime. However, foreign bodies, even though 
small, in regions of pressure or of joints will 
invariably produce discomfort and require re- 
moval. 

Many years ago, I devised an electrical forceps 
which is entirely sterilizable and which, on con- 
iact with a metallic foreign body, illuminates a 
small light bulb. Since any interposing tissue 
interferes with proper contact, and hence prevents 
illumination of the light bulb, a safety factor 
is added to avoid injury to tissues, which might 
be grasped in the forceps. This apparatus has 
enabled me to remove needles from the hand 
under local anesthesia and through small in- 
cisions with practically no disability to the pa- 
tient. I am still using this device and have 
employed it successfully for needles elsewhere, 
including the perineum, for needles broken dur- 
ing perineorrhaphy ; and even for a needle broken 
in the posterior pharynx during tonsillectomy. 

In conclusion, it can be stated that the ease 
with which the removal of a foreign body from 


Photos courtesy of The American Journal of Surgery. 


Figure 4.—Shows the exposed and developed x-ray 
film as it will appear to the operator; note the needle 
in Square E-5. 


the tissues can be accomplished will be directly 
proportional to the accuracy with which the ob- 
ject is localized and the care with which the 
operation is planned. Attention to details and 
consideration of the operation as one of mathe- 
matical precision will reward the surgeon and 
render unnecessary his too frequent embarrass- 
ment. 


REFERENCES 
1. Willis, D. A.: Localization and removal of foreign (me- 
tallic) bodies. Surg., Gynec., & Obst. 65:698, 1937. 
2. Willis, D. A.: Simple method of localizing foreign bodies 
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A New Technique for Topical Anesthesia 


of the 


Urethra 


Joseph E. F. Laibe, M.D. 
Chicago 


The pain accompanying cystoscopies, catheteri- 
zations, and other instrumentation via the ure- 
thral canal is often severe. For a long time, we 
have sought for an effective, simple to use ure- 
thral topical anesthetic that would adequately 
anesthetize the urethra prior to instrumentation, 
and spare the patient the intense pain and fear. 

A number of preparations have been tried with 
varying success, and discarded for one reason or 
another — insufficient anesthesia, slowness to 
take hold, difficulty of using, toxicity, or fre- 
quency of sensitization. 

For the past year we have been experimenting 
with various techniques for obtaining urethral 
anesthesia, and have found what, in our opinion, 
approaches the ideal method and _ preparation. 
The preparation is a free-flowing topical anes- 
thetic liquid containing 10% dissolved benzo- 
caine in a bland, water-soluble medium. In 
addition, the material contains oxyquinoline 
benzoate to provide bacteriostasis.* 

To our knowledge, this is the first time that 
such a liquid preparation has been made avail- 
able for urethral use. However, it should be 
noted that benzocaine in dissolved form in the 
higher concentrations has been coming more 
widely into use during the past several years, 
Horwitz reported it as the ideal topical anes- 
thetie to relieve pain foilowing hemorrhoidec- 
tomies and other rectal surgery.1 Finkle, Levine, 
and Wohl used an ointment containing 20% 
dissolved benzocaine plain and with chlorophyll] 
on a series of 200 patients with burns. chronic 


ulcers, infected abrasions, electrical and roent- 


genological destruction of tissue, dermatoses, and 


From the Department of Urology, Mercy Hospital, 
Loyola University Clinics. 
The material used in the study was provided by Arnar-Stone 


Laberatories, Inc. (formerly named Americaine, Inc.), Evans- 
ton, Tilinois, 
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lesions involving loss of skin surface, such as 
amputation stumps, skin wounds, ete. with ex- 
cellent results.? Schmitz, Smith, and Carberry 
found that an ointment containing 20% dis- 
solved benzocaine gave a higher percentage of 
success than two other topical anesthetics for 
relief of episiorrhaphies, painful breasts, and ten- 
der hemorrhoids.? And White and Madura, in a 
series of 132 various dermatological cases, found 
the 20% dissolved bensocaine ointment to give 
prompt and sustained relief from itching in 128 
cases,* 

It should be noted that, of all topical anes- 
thetic agents, benzocaine has been demonstrated 
to be both the least toxic and generally the most 
effective. Tainter, in an exhaustive study of 
about 40 different materials, found benzocaine 
to be “the best topical anesthetic.”> For our 
own purpose, on mucous membranes, the dis- 
solved benzocaine takes hold very quickly to pro- 
vide profound topical anesthesia. 

In a study to determine the toxicity of various 
topical anesthetics. Adriani found benzocaine to 
be the least toxic. Using cocaine as a standard, 
and assigning to it a toxicity value of “1”, he 
found that benzocaine’ was only 1/10th as toxic 
as cocaine, and from 1/30th to 1/50th as toxic 
as certain other agents: 

Relative Toxicity of Various 
Topical Anesthetics® 
.. 1/10 Larocaine ..... 1 
1/4 Holoecaine 
Metveaine ..... 8/4 Butyn ........ 2% 


Diothane Pontocaine 


Cocaine Nupereaine .... 5 
It should also be recalled that, in order to be 


Benzoeaine .. 


effective, benzocaine must be in solution. As 
henzocaine is only about 2% soluble in’ water, 
and this is not sufficient concentration to pro- 
vide adequate anesthesia, the use of benzocaine 
as a urethral anesthetic has been precluded until 
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the present concentration has been made avail- 


able. The medium is quickly and completely 
water soluble, which means easy and rapid re- 
moval of excess after instrumentation is com- 
pleted, although we have found no evidence of 
toxicity, regardless of how long the material re- 
mained in contact with the tissues. 

The technique we have used for anesthetizing 
the male urethra is to instill about 4cc’s of the 
10% dissolved benzocaine liquid with an asepto 
bulb syringe, and to massage the material into 
the bladder. We wait about three minutes before 
instumentation, and have never waited longer 
than ten minutes from the time of introduction 
of the drug until the use of instruments. Anes- 
thesia has been excellent in every instance. The 
duration of anesthesia is between 30 and 45 
minutes, which is sufficient to carry out the 
routine urological instrumentation. 

A few drops of the anesthetic material were 
introduced into the female urethra with a cotton 
applicator or an eye dropper. We have noted no 
toxicity, regardless of how long the anesthetic 
was left in. 

It should also be noted that the liquid lubri- 
cates the instrument, and no further application 
of jellies is required. 

The present technique and preparation was 
used in the urethra on %%2 patients since May 
1951 for the following procedures: 

CASES USING 10% DISSOLVED BENZO- 
CAINE LIQUID FOR URETHRAL 
ANESTHESIA 
INDICATIONS NUMBER OF CASES 
Cystoscopic examinations 284 
Cystoscopy and pyelogram 222 
Ureteral dilatations 50 


Bladder biopsy 

Lithotripsy 

Fulguration urethral caruncles 
Manipulation ureteral caleuli 
Fulguration bladder tumors 
Dilatation urethral strictures 
Urethroseopie examinations 


Fulguration verrucae 


Bladder irrigations 


In the course of our study, we experimented 
also with a 209% liquid solution of benzocaine 
instead of the 10%, using it on 252 patients, 
for the above procedures. With the 20% solu- 
tion, we started using about 4 cc’s in the male 
urethra, and then reduced it to 2 cc’s. Anes- 
thesia with the 20% solution was almost in- 
stantaneous, and there was only one case of 
reaction, on a patient with carcinoma of the 
bladder. However, with the 20% solution, there 
was a certain amount of precipitation of the 
benzocaine and clouding of the field. When the 
20% solution precipitated, an amount of it 
would adhere to the bladder epithelium and also 
to the urethral mucosa. The 10%, however, 
does not cloud at all, and there is absolutely no 
precipitation. Instruments can be easily cleaned 
with soap and water, and then sterilized in 
solutions or in a formalin vapor cabinet without 
clouding of lenses or precipitation of the anes- 
thetic solution on the scopes. 

SUMMARY 

A simple technique for topical anesthesia of 
the urethra for cystoseopic examinations and 
other instrumentation is described. A liquid 
topical urethral anesthetic containing 10% dis- 
solved benzocaine and oxyquinoline benzoate in 
a bland, water-soluble vehicle is used. Rapid 
anesthesia is obtained, and the duration is suf- 
ficient to complete the procedure. The drug 
was used on 772 patients, both in the hospital 
and in the office, with uniform success. There 
is no evidence of toxicity. The drug does not 
precipitate, gives a clear field, and prevents pain 
in many urological procedures. 


31 North State Street 
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CASE RECORDS OF THE 
COOK COUNTY HOSPITAL 


KARL MEYER, LEO M. ZIMMERMAN, DEPT. EDITORS 


Obstructive Jaundice Due to 
Remote Metastases 


Morton A. Goldmann, M.D.* and Gertrude M. Engbring, M.D.** 
Chicago 


In the patient who is known to have or has 
been treated for a malignant neoplasm outside of 
the hepatobiliary system, the advent of icterus 
poses an important diagnostic dilemma. Usually a 
diagnosis of metastatic as opposed to independent 
disease is based upon a differentiation between 
“medical” and “surgical” jaundice. Evidence 
of extraphepatic obstruction is commonly held 
to indicate unrelated-disease of biliary tract or 
pancreas. The following case presentation illus- 
trates that such reasoning may be unreliable. 

A 55 year old Negro housewife was admitted 
to Cook County Hospital on January 4, 1952, 
complaining of anorexia, vomiting, and weakness 
of two moriths duration. The onset of her ill- 
ness was heralded by severe, constant epigastric 
pain, following a meal of cabbage, liver, and 
fried onions. The pain disappeared after ap- 
proximately 18 hours of oral medication as pre- 
scribed by a private physician. Thereafter, the 


*Associate Attending Physician, formerly Resident 
in Internal Medicine, Cook County Hospital, Chicago. 

“*Attending Physician, Cook County Hospital, and 
Assistant Clinical Professor, Stritch School of Medicine, 
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patient was relat “ly asymptomatic until three 
weeks prior to a nission, at which time she 
noticed “heartburn”, indigestion, and weakness. 
Two weeks prior to admission she developed 
generalized and persistent pruritis. During the 
week prior to admission, she vomited frequently, 
particularly after ingesting fried foods. 

In response to direct questioning, the patient 
stated that her stool had been very light and 
her urine dark for one week. She had lost 15 
pounds in the preceding six months. ‘The 
systemic inventory was otherwise non-contribu- 
tory. 

One year prior to admission the patient had 
a tumor removed from her nasopharynx, and 
after surgery received x-radiation to the neck. 
Swollen “glands” were said to have been present 
prior to surgery, but a report from the Depart- 
ment of Otolaryngology indicated that there was 
neither evidence of tumor nor adenopathy at the 
conclusion of therapy. 

Physical examination revealed well-devel- 
oped, well-nourished negress who was ambulatory 
and did not appear acutely ill. Blood pressure 
was 134/86; pulse 88 ; temperature 98° F. orally; 
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respirations 20. he sclerae were icteric and 
there was marked sclerosis of the retinal vessels, 
but the eyes were otherwise negative. 
bilateral hard, fixed, non-tender, ill-defined cervi- 
cal lymphadenopathy with hyperpigmentation of 
the overlying skin. he heart and lungs were 
negative. The liver margin was firm, irregular, 
and palpable three fingerbreaths below the costal 
Pelvic examination revealed a second 
Clay colored stool, negative 


There was 


margin. 
degree rectocoele. 
to benzedine test, was obtained during an other- 
wise normal rectal examination. The skin was 
icteric. Physical examination was otherwise non- 
contributory. 

Laboratory Examination: Hb 53%, RBC 3.7 
million, WBC 7.350 with 65% polymorpho- 
nuclears, 2% bands, 19% eosinophils, 9% lymph- 
ocytes, and 5% monocytes. Repeat WBC and 
differential count two weeks after admission was 
essentially unchanged. Admission urinalysis re- 
vealed 3 plus protein; 2 plus bilirubin, but no 
urobilinogen; occasional white blood cells, and 
rare red blood cells. Numerous repeat urinanal- 
yses yielded similar results. Initial blood chem- 
istries were: NPN 36 mg.% total protein 7.7 
om.%, cholesterol 222 mg.%, icterus index 68 
units, cephalin flocculation negative, thymol 
turbidity 2.6 units, and gamma globulin 1.94 
gm.%. Initially, the alkaline phosphatase was 
19.9 units; later it rose to 37.9 units. The 
icterus index rose to 93 units and then dropped 
to 76 units. An E.C.G. was interpreted as prob- 
ably within normal limits. 

A chest x-ray revealed radiographically normal 
heart and lungs. Flouroscopic examination of 
the upper gastro-intestinal tract was negative. 
A flat plate of the abdomen revealed small cal- 
cific densities to the right and at the level of 
the second lumbar vertebra; but, repeat A-P and 
lateral views demonstrated that these were not 
in the projection area of the gall bladder, kidney, 
nor ureter. 

Microscopic examination of an axillary lymph 
node biopsy revealed “very anaplastic carcinoma”. 


During her preoperative period, the patient’s 
temperature varied from 98° to 99.6° F. orally. 
As she became more icteric, she increasingly 


complained of pruritis. About one week after 
admission, the patient noted epigastric discom- 
fort. A few days thereafter, she vomited ap- 
proximately 250 ce. of dark blood. Examination 
faile’ to reveal a source of bleeding in the 
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nasopharynx. On January 14, prothrombin ac- 
tivity was found to be 48%. A modified Sippy 
diet was prescribed. Hykinone®, 40 mg. in- 
travenously, was administered daily for the next 
three days, and thereafter, 5 mg. was given hy- 
podermiecally, daily. During the week that fol- 
lowed, 1500 cc. of whole blood was administered. 
The response to therapy was good. Bleeding 
ceased on January 22, at which time prothrom- 
bin activity rose to 95%. 

On January 28, laparotomy revealed a huge 
tumor mass resting in the hilus of the liver, com- 
pletely obstructing the common hepatic duct, and 
incorporating the cyctic duct and lower gall 
bladder. The gall bladder was distended and 
contained clear, serous fluid, but was free of 
calculi. The surrounding peritoneum was 
studded with metastatic nodules. A biopsy of 
the tumor-containing omentum was taken, and 
a catheter was sutured into the fundus of the 
gall bladder and brought out through a lateral 
stab wound. 

Microscopic examination of the biopsy revealed 
undifferentiated carcinoma (as did the original 
surgical specimen from the nasopharynx and 
the subsequent cervical biopsy). 

The patient’s postoperative course was marked 
by recurrence of hematemesis, necessitating fur- 
ther transfusion and increased doses of Vitamin 
K. The sutures were removed on the tenth post- 
operative day, and on February 13 she was dis- 
charged to continue her convalescence at home. 
Arrangements were made for a visiting nurse 
to give outpatient care, including parenteral 
Vitamin K. The patient expired at home early 
in April. Necropsy was not performed. 

COMMENT 

Notwithstanding a clinical diagnosis of ob- 
structive jaundice due to metastatic carcinoma, 
a laparatomy was recommended for the following 
reasons: (1) it was felt that all curable lesions 
must be ruled out prior to accepting a hopeless 
prognosis, (2) even if the diagnosis proved to be 
correct, a palliative procedure, such as a chole- 
cysto-jejunostomy might have relieved the ob- 
struction and complicating hemorrhage resulting 
from inadequate Vitamin K absorption. - 

The finding of an eosinophilia of 19% re- 
mained unexplained since it was felt unwise to 
delay surgery in view of a rising alkaline phos- 
phatase. 

It is recognized that metastatic carcinoma of 
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the liver may give rise to an elevated serum 
alkaline phosphatase even in the non-icteric pa- 
tient’. Liver metastases may also produce icterus, 
but the marked picture of “obstructive” jaundice 
seen in this case is a most unusual finding in this 
condition. 
SUMMARY 

A case of extrahepatic biliary obstruction due 

to metastases from a clinically “cured” carcinoma 


of the nasopharynx to the hilus of the live, js 
presented. The diagnostic procedures and t)er- 
apy of complications is discussed in detail. ‘i‘he 
limitations of laboratory diagnosis in such a case 
are illustrated. 


. Mendelsohn, M. L. and Bodansky, D.: The Value of Liver 


Functions Tests in the Diagnosis of Intrahepatic Meta- 
stases in the Non-Icteric Cancer Patient, Cancer 5:1-8, 
1952. 


ANTIBODIES TO TYPHUS 


One may be surprised that so few of the pa- 
tients with antibodies to epidemic typhus gave 
a history suggestive of an acute attack of typhus 
fever at any time in the past. However, con- 
trary response was obtained in another study 
recently made of 26 cases of Brills disease in 
Yugoslavia, where 21 of the 26 patients could 
clearly recall an attack of typhus seven to twelve 
years previously. Again, in a survey made in 
1951 of a random sample of serums from a vil- 
lage in Bosnia, Yugoslavia, which had been swept 
several times by epidemic typhus from 1942 to 
1945 during guerrilla warfare, 35 of 43 adults 
were found to have complement-fixing antibodies 
to epidemic typhus; 27 of these 35 with residual 
complement-fixing antibodies stated that they 
recalled an attack of epidemic typhus seven to 
ten years previously. Evidently the duration of 
time between the illness and the time of ques- 
tioning may be a large factor in determining the 
kind of answer elicited. Epidemiologic studies 
on the common communicable diseases in the 
United States and on yaws in Jamaica also show 
an inverse relation between age periods and the 
percentage of persons who can recall having had 
an attack of the disease in question. Fzcerpt: 
Epidemic-Typhus Antibodies in Human Subjects 
in Boston, Massachusetts, E. S. Murray, M. D., 
S. Cohen, M. D., J. Jampol, M. D., A. Ofstrock, 
B. 8. and J. C. Snyder, M. D., New England J 
of M, March 6, 1952. 
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HIATUS HERNIA 


The symptoms of esophageal hiatus hernia may 
begin at birth or at any time thereafter. Owing 
to the progressive character of these hernias the 
symptoms vary as the hernia becomes larger de- 
pending upon the degree and type of herniation, 
so that several clinical diagnosis can be made 
in the same case because of the changing 
symptoms. ‘The chief symptoms of esophageal 
hiatus hernia are pain, distress, gaseous eructa- 
tion, regurgitation of food, vomiting, dyspnea, 
hemorrhage, weakness, anemia, and palpitation 
of the heart. At the onset the symptoms are 
usually mild; they consist of epigastric distress 
that is projected through to the back and comes 
on in the course of, or shortly after, a heavy 
meal. However, such attacks may be brought 
on by taking anything into an empty stomach, 
such as a cup of coffee. The chief symptom may 
be regurgitation of smail or large quantities of 
food or gastric juice when the patient stoops over 
or soon after meals. The attacks are usually 
similar to one another in character but vary in 
intensity, depending on the amount of stomach 
that becomes incorporated in the hernia and the 
degree of interference with the diaphragm as 
well as the size of the hernial orifice and the oc- 
currence of associated complications, such as 
traumatic ulcer and incarceration of the stomach. 
Stuart W. Harrington, M.D., Esophageal Hiatus 
Diaphragmatic Hernia, Rocky Mountain M. J. 
Aug. 1952. 
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CASE REPORTS 


Acute Perforated Peptic Ulcer 


Herbert J. Levine, M.D. and Edward F. Stephens, Jr., M.D. 
Centralia 


The early and correct diagnosis of acute per- 
forated peptic ulcer is important because sud- 
den perforations, according to statistics, results 
in a high rate of mortality if not operated. As 
soon as the diagnosis has been established, early 
or immediate surgery must be undertaken to re- 
pair the perforation. If surgery is delayed long- 
er than ten or twelve hours after perforation, 
then generalized peritonitis, first chemical, then 
bacterial, develops, and death usually ensues. 
The earlier the patient with a perforated ulcer 
is taken to surgery, the better the odds for a more 
favorable prognosis. It has been determined that 
the mortality rate is four times higher in pa- 
tients over fifty years of age. Chronic ulcers are 
more common in the age bracket from thirty to 
fifty. Cases over fifty are seldom seen without 
finding evidence of malignant changes during 
surgery. A large percent of all perforating ul- 
cers zre located on the anterior wall of the stom- 
ach or duodenum; whereas, a lesser percent oc- 
curs on the posterior surface of the lesser curva- 
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ture. Acute perforations occur in approximately 
15 to 20% of all cases of peptic ulcers. 

The following case illustrates the importance 
of early diagnosis and immediate surgery for 
acute perforated peptic ulcer. 

F. G., a 74 year old white male, was admitted 
to St. Mary’s Hospital at 1:30 A.M. on Septem- 
ber 23, 1951, following a sudden attack of intense 
pain in the upper abdomen. ‘The tentative diag- 
nosis was ruptured duodenal or gastric ulcer. He 
was seen the day prior to hospitalization and his 
chief complaint was “gas pains” in the region 
of the epigastrium. He was advised to enter the 
hospital for observation and study. He refused 
the recomendation but consented to have a gas- 
tro-intestinal series made at a later date. He 
gave a history of epigastric pain for many years 
which was relieved by food and baking soda. At 
times the pain was associated with nausea and 
vomiting. For several years he had tarry stools. 
There was a history of alcoholism. 

His present complaint of severe abdominal 


271 


As 

her- 

“he 
case 
Liver 
\ieta- 

= 

nay 
“ing 

de- 
ade 
ing 
real 
ota- 
1ea, 
ion 

are 
nes 
avy 
ght 
ich, 
nay 

of 

ver 
ly 

in 
ach 
the 
as 
oc- 
as 
ch. 
tus 
J. 
nal 
i 


pain started at approximately 11:30 P.M. Sep- 
tember 22, 1951. “His family became alarmed 
at his condition and phoned a physican at 1:00 
A.M. He was seen at 1:20 A.M. Physical ex- 
amination at time of admission revealed blood 
pressure 130/80; rectal temperature 97; pulse 
120 per minute; respirations 26. The patient 
was poorly nourished and was acutely ill and in 
distress. 

Physical examination revealed an elderly male 
patient who was in marked shock ; anxious facies, 
pinched nares, with an ashen hue of the face; 
skin was cold and clammy and the conjunctivae 
had an icteric tint. The chest had a few harsh 
breath sounds over the lung fields anteriorly. 
There was hyperresonant found on percussion 
over both lugs. Heart sounds were irregular in 
rhythm. ‘The abdomen presented a rigid and 
board-like-hardness with marked tenderness over 
the epigastrium on palpation. Respirations were 
shallow. The patient held himself rigid and im- 
mobile. The entire clinical picture was one of 
profound prostration. Surgical consultation was 
obtained and the patient was prepared for im- 
mediate surgery. 

Prior to surgery, a flat plate of the abdomen 
was made in the standing position. It was re- 
ported as follows: Radiographic examination of 
the abdomen in the upright position revealed 
free air in the peritoneal cavity. The air was 
present beneath the left diaphragmatic lead. A 
chest film revealed bilateral pulmonary emphyse- 
ma, far advanced. 

Laboratory studies showed erythrocytes 3,660,- 
000, hemoglobin 64% ; leukocytes 20,400 with a 
differential count consisting of segmented neu- 
trophils 90% and lymphocytes 10%. ‘The non 
protein nitrogen was 64 mg. per 100 ce. of blood 
and glucose 205 mgm per 100 ce. of blood. 
Urinalysis was negative. 

Within four hours after the initial symptoms 
had developed the patient was taken to surgery 
and, under spinal anaesthesia of procaine 100 
mgms, pontocaine 10 mgms, a high right rectus 
incision was made. The abdominal cavity con- 
tained a large amount of cloudy peritoneal fluid 
and many undigested food particles. There were 
numerous undigested grains of corn floating in 
the abdominal fluid. The stomach was dilated 


ard a large perforation was observed on the 


anterior surface of the lesser curvature. ‘T'he 
opening was large enough to admit the index 


272 


finger of the operating surgeon. The pyloric 
ring revealed almost complete obstruction. A 
biopsy wedge was removed from the ulcer border, 
The pyloric ring was manually dilated with the 
index finger and the perforation then closed with 
interrupted Lembert sutures, using fine silk. A 
small section of omentum was used to cover the 
area and to give additional support. The ab- 
dominal wound was closed with interrupted silk 
after insertion of one Penrose drain. The pa- 
tient received a transfusion of whole blood during 
the surgery. 

The section removed for biopsy was found to 
show “dense fibro-connective and scar tissue in- 
filtrated with lymphocytes and plasma cells. ‘The 
picture is suggestive of an old penetrating ulcer. 
In one area a superficial necrosis is seen which 
is suggestive of a penetrating tract. Microscopic 
diagnosis scar tissue with chonic inflammation.” 


Post operative course was uneventful. Patient 
was placed on continuous Amphojel drip and 
intravenous fluids. Abdominal drain was re- 
moved post-operative day, seventy-two hours 
after insertion. Patient was given supportive 
therapy of penicillin and streptomycin. ‘There 
was considerable drainage for three weeks, at 
which time some incisional separation became 
apparent. The granulation which followed was 
treated with liquid chloresium packs. Six weeks 
after surgery a gastro-intestinal series was re- 
ported as follows: “Examination of the upper 
gastro-intestinal tract reveals an obstruction at 
the pyloric end of the stomach, with an irregular 
filling defect, probably due to carcinoma at the 
pyloric end of the stomach. ‘There was approxi- 
mately 25% of the barium remaining in the 
stomach after six hours.” On the basis of the 
x-ray findings patient was taken back to surgery 
on November 28th, 1951 for possible gastric re- 
section. ‘The abdomen was opened through an 
upper left mid-rectus incision. A subacute gen- 
eralized peritonitis was observed with many 
dense adhesions over entire abdominal cavity. 
When the stomach was separated from the liver 
bed a few more grains of corn were found to be 
present. Exploratory findings did not indicate 
the presence of carcinoma. The liver was normal 
in appearance and there were no palpable nodules. 
The stomach wall was thick and dilated. Be- 
cause of the age of the patient and the lack of 


gross evidence of carcinoma, a posterior short 
loop gastroenterostomy was done in preference 
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toa gastric resection. Folowing anastamosis, the 
stomach was sutured to the rent in the mesocolic 
ligament. 

The post operative diagnosis was: “Ulcer, old, 
perforated at the pyloric-duodenal junction of 
the stomach; subacute generalized peritonitis ; 
post-operative adhesions, inflammatory, sympto- 
matic; pyloric stenosis, partial. Second post- 
operative course was uneventful and patient 
made satisfactory progress. 

SUMMARY AND CONCLUSION 

1. A case of acute perforation of peptic ulcer 
in an aged patient has been presented. Because 
of early diagnosis and immediate surgery the 
patient made uneventful recovery. 

2. Acute perforations present a clinical history 
of audden, severe pain in the upper abdomen; 
marked shock ; abdominal rigidity and tenderness 
on palpation. 


3. Early diagnosis of perforated peptic ulcer 
is based on the patient giving a history of upper 
abdominal pain relieved by foods and alkalis. 
Early and correct diagnosis followed by imme- 
diate surgery offers the best prognosis. 

4. Tentative diagnosis of acute perforations 
should have an x-ray in the upright position if 
at all possible. About 80% of the flat plates 
will show free air beneath the diaphragm. 

5. Some cases of peptic ulcer in aged patients 
are found to be benign during exploratory op- 
eration. 

6. Although x-rays are usualy reliable in con- 
firming a diagnosis, it must be remembered that 
there is always the possibility of some error. 


?. Consultation should always be sought when 
a patient is acutely ill or if the diagnosis is in 
doubt. 


BRILL’S DISEASE 


By careful and detailed serologic studies, Mur- 
ray and his co-workers were able to show that 
some 34 to 40 per cent of a group of 50 foreign- 
born patients at the Beth Israel Hospital who 
were immigrants to the United States from ty- 
phus zones of eastern Kurope had had previous 
contact with typhus rickettsias. They suggest 
that probably more of these patients had such 
contacts and that this might be demonstrated if 
more sensitive technics could be devised. They 
have not been able to demonstrate epidemic-ty- 
phus antibodies, even by the most sensitive tests 
how available, in any persons born in North 
America, except those who had received typhus 


vaccine, 
Some serums reported on in the present study 
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had specific antibodies for epidemic typhus in 
rather high titers. This led the authors to 
speculate that the high titers in some patients 
might have been the result of a recent attack 
of Brill’s disease — that is, that these patients 
had had a recrudescence of the original typhus 
illness within two years prior to the time that the 
serums were obtained. This speculation is based 
on the fact that complement-fixing antibodies 
usually fall below the titer of 1:80 within two 
years of a primary attack of louse-borne typhus; 
the sera from 11 of their patients had titers of 
1:80 or higher, although the patients had been 
in this country for twenty-seven to sixty years. 
Excerpt: Undiagnosed of Subclinical Brill’s 
Disease?, The New England J of M, March 6, 
1952. 
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Clinicopathologic Conference 
Wesley Memorial Hospital 
Edited by Frank L, Frable, M.D, 


CASE 3174 
CLINICAL HISTORY 
This 55 year old white female housewife en- 


tered the hospital with the complaint of consti- 
pation of two and one-half months duration. 


The patient was well until 


Present Ilimess 
about one year before admission when she began 
to have epigastric pain and back pain after meals. 


Nine months before admission, x-rays taken else- 
where revealed gallstones, and a dietary adjust- 


ment was advised. ‘T'wo and one-half months 
before admission there was gradual onset of 
severe constipation. Increasing doses of mineral 
oi) were required to produce a bowel movement. 
Accompanying symptoms were moderate anorexia 
and slight nausea. ‘There was no history of lower 
abdominal pain, vomiting, or the passage of 
black or bloody stools. During this time there 
“was a loss of 48 pounds in weight to 199 pounds, 
''wo weeks before admission a barium enema 
was done and the barium was stated not to pass 
beyond the midsigmoid. The head of the barium 
column had no characteristic configuration. A 
week later the patient was given sulfasuccidine 
whieh was followed by generalized itching, a 
rash on the extremities, and fever to 103.3°F. 
She was admitted to the hospital. 


PATHOLOGY CONFERENCES 


EDWIN F. HIRSCH, DEPARTMENT EDITOR 


Last History: Fifteen years betore admission, 
the patient had a vaginal hysterectomy which 
was followed by slight fecal incontinence. She 
had thrombophlebitis on two occasions, after 
childbirth. he family history was noncontribu- 
tory. 

Physical Examination: 'The temperature was 
99.2°F., respiration 18 and pulse 108 per minute, 
and the blood pressure 125/75 mm. Hg. The 
patient was a well developed, obese white female 
who did not appear acutely ill. The skin showed 
a red patchy rash most prominent on the arms, 
under the breasts and about the genitalia. The 
thyroid was symmetrically enlarged. ‘There were 
no palpable masses in the breasts. The chest 
was clear, and there was no cardiac enlargement 
to percussion. No murmurs were heard. The 
abdomen was soft and not distended. No tend- 
erness was noted. A firm, non-tender liver edge 
was palpated two fingerbreadths below the right 
costal margin on deep inspiration. A firm, non- 
tender, slightly movable mass described as 
“orapefruit” in size was palpated in the right 
lower quadraut of the abdomen extending into 
the pelvis. Vaginal examination revealed ab- 
sence of the uterus, and a cystocele and rectocele. 
The rectal examination showed moderate relaxa- 
tion of the anal sphincter. 

Laboratory Examination: 
normal. Hematologic examination revealed 11.5 


The urine was 
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wm. of hemoglobin per 100 ce. There were 
3,770,000 erythrocytes and 31,500 leukocytes per 
eu.mm. The differential count of 100 cells dis- 
closed 16 segmented neutrophils, 20 unsegmentea 
neutrophils, 18 lymphocytes, 5 monocytes, and 
11 eosinophils. The Kahn was negative, The 
prothrombin content was 65% of normal. ‘The 
non-rotein nitrogen was 26 mgm/100 cc. Blood 
ascorbic acid level was 0.28 mgm/100 cc. The 
grunt proteins were 3.0 gm. per 100 cc. with 
2.16 gm. of albumin and 2.74 gm. of globulin. 
A stool was brown and 4 plus for occult blood. 
Plain films of the abdomen showed a moderate 
accumulation of gas in the colon proximal to the 
splenic flexure with little gas distally. ‘There 
was no pathologie distention of the small intes- 
tine. 

Hospital Course: On the 4th hospital day a 
proctoscope was passed to 15 cm. after which 
obstruction prevented further passage. No. lesion 
was noted, The patient was treated with anti- 
histaminies, frequent enemas and a high protein 
liquid diet. She took the diet rather poorly but 
continued to pass gas by rectum. On the 16th 
hospital day continuous gastric suction was be- 
gun and on the 11th hospital day an operation 
was performed. 

CLINICAL DISCUSSION 

DR. NORMAN G. PARRY* In this case 
one arrives rather quickly at a defimite conclu- 
sion. In fact the diagnosis is so apparent that 
1 am forced to consider many other possibilities. 
This 55 year old white female, whose main com- 
plaint was constipation of 2% months duration, 
had dyspepsia with epigastric and back pains 
after meals for about a year prior to admission. 
These are common complaints in gallbladder 
disease, a conclusion confirmed by x-rays nine 
months before admission. The gallstones seen 
at that time were not noted in x-rays taken dur- 
ing the present hospital admission, One might 
conclude that a solitary stone passed through a 
fistula. In such cases there should he pain. 
However, gallbladder fistulae usually result in 
intestinal obstruction which was not indicated in 
this case. A diet was advised, probably low in 
fat and low in calories; and the patient lost 47 
pounds although she was still obese. 

The lack of right upper quadrant pain, vomit- 
ing, und bloody or tarry stools is of importance 


*Atrending Physician, Wesley Memorial Hospital 
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in the history. The 47 pound weight loss may 


have resulted from the dietary restrictions. ‘The 


barium enema passed only about 15 em. beyond 
the ana) verge. ‘This may be due to marked 


angulation of the rectosigmoid or true obstrue- 
tion, The history also states that the patient 
had a vaginal hysterectomy 15 years prior to ad- 
mission. ‘The uterine tubes and ovaries are not 
removed during such procedures. This being 
the case one must consider a malignancy of the 
ovaries in a middle aged menopausal woman. 


Physical examination revealed obesity and a 
skin rash confined to the folds of skin under the 


breasts and about the genitalia, not unusual in 
obese people. ‘This could have been am allergic 


rash following the administration of sulfasuccl- 
dine, and the eosinophilia of 11 percent seems 
to confirm this. There was a non-tender, firm, 
slightly movable mass described as “grapefruit” 
in size in the right lower quadrant of the abdo- 
men which was said to extend into the pelvis. 
Did it extend into the pelvis or out of the pelvis? 
Tf one accepts the vaginal examination as correct 
one must conclude that the mass arose from the 
abdomen and extended into the pelvis. A cys- 
tocele and rectocele were observed. 

Blood counts showed a moderate secondary 
anemia and leukocytosis. The blood ascorbic 
acid is below the scurvy level and I do not 
believe it is reliable. ‘There were no bloody or 
tarry stools but the benzidine reaction was 4 
plus. ‘his could result from ulceration with 
bleeding into the gastro-intestinal tract or from 
a meat diet. If we assume a meat-free diet we 
would have to consider very strongly ulcerating 
lesions of the gastro-intestinal tract. The proc- 
toscope was passed to 15 cm. and could be passed 
no further because of apparent obstruction. It 
is stated the 15 cm. of rectum and sigmoid that 
were viewed showed normal mucosal patterns. 

Let us now look at the x-rays. The upright 
film of the abdomen reveals a moderate accumu- 
lation of gas in the splenic flexure with areas of 
slight density in the descending colon which 
probably are feces. There is also some gas in 
the cecum and ascending colon. There is a 
slightly irregular mass in the right lower quad- 
rant, probably the tumor described. It is either 
in the cecum or impinging upon the medial wall 
of the cecum (Figure 1). ‘The barium enema 
discloses the sigmoid, slightly twisted upon it- 
self, with the obstruction on the right. Looking 
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Figure 1. X-Ray Showing Passage of Barium From 
Sigmoid to Cecum. 


closer one sees some traces of barium going up 
the descending colon. There is also barium in 


the region of the cecum, so we not only have 
barium going to the left but streaks of barium to 
the right. This must mean a fistula between the 
left and right colon. Therefore, in our diagnosis 


we should consider those lesions which could 
cause fistulae between the left and right sides 
of the colon. 

The first thing one would consider with a fe- 
male in this age group is a malignancy of the co- 
lon. However, fistulae can also be caused by ap- 
pendicitis, regional ileitis, diverticulum of the 
sigmoid or the cecum. A retrocecal appendix with 
appendiceal abscess could cause a mass in the 
right lower quadrant. In 75 percent of cases 
these abscesses perforate into a viscus or the 
cul de sac. These masses are usually tender and 
frequently subside after 3 or 4 weeks. The 
appendix which may lie across the midline or in 
the left lower quadrant can perforate into the 
small bowel, sigmoid, or urinary bladder with 
resulting fistulae. We must consider a mucocele 
of the appendix in which cases one usually finds 
masses of omentum or small bowel closely ad- 
herent to the cecum. This would explain the 
mass but not the fistulous tract. I have also 
seen carcinoid of the appendix with multiple 
fistulae at sites of implant. ‘Tuberculosis of the 
cecum or the appendix could give a picture simi- 
lar to the one we have here. In hyperplastic 
tuberculosis there could be a large inflammatory 
mass involving the cecum, but there is usually 
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diarrhea and evidence of tuberculosis elsew \:cre, 
Fistulous tracts with terminal ileitis are fre. 
quent. This patient is a little old when one 
considers that most of the cases of tern inal 
ileitis or enteritis are confined to those oi the 
30 to 40 year age group. One of the less cvom- 
mon possibilities would be actinomycosis which 
can cause an inflammatory mass involving the 
cecum and ascending colon. Amebiasis which 
we are diagnosing more frequently today may 
involve the cecum and ascending colon. In order 
to have a mass of this size it would certainly 
have to be subacute. Usually there is a dilated 
loop of ileum and cone-shaped distortion of the 
cecum which are not demonstrated on this x-ray. 
As we all know, surgery in presence of amebiasis 
is dangerous. Diverticula of the sigmoid or 
cecum could produce an inflammatory mass with 
a fistulous tract between the left and right colon. 
Occasionally a pancreatic cyst spreads the leaves 
of the mesentery and points in the right lower 
quadrant. These patients usually give a history 
of pancreatitis. Benign tumors certainly do not 
present the clinical picture we have here. An 
intususception which has fixed itself could cause 
a mass in the right lower quadrant in the cise 
of the ileum intususcepting into the cecum. 
However, there is not history of colic and no 
“strawberry” stools. We can also consider en- 
dometriosis which may cause fistulous tracts at 
sites of implants. Most of these implants are 
confined to the colon. Could this be a mesenteric 
thrombosis? The most likely diagnosis consid- 
ering the age of the patient and the clinical 
findings is carcinoma of the cecum or the as- 
cending colon with ulceration and perforation. 
This diagnosis is made despite the apparently 
mild secondary anemia. However, as you will 
note there was no gross blood in the stools. I 
think one might say that carcinomas of the right 
side of the colon ooze while those of the left side 
of the colon bleed. Also, carcinoma of the right 
side of the colon can ulcerate, perforate and in- 
vade adjacent structures. Carcinoma of the 
left side of the colon and sigmoid are apt to be 
intrinsic obstructing lesions. My next diagnosis 
would be appendicitis which we must always 
consider in this age group. ‘Thirdly, due to its 
difficult clinical differentiation we must not for- 
get hyperplastic tuberculosis of the appendix or 
cecum, 


DR. J. CHANDLER SMITH: Dr. Party, 
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js your diagnosis carcinoma of the cecum or 
ascending colon with a fistulous tract and asso- 
ciated diverticula ? 

DR. PARRY: Whether or not there was as- 
sociated diverticulitis I can not say. I do believe 
that the diagnosis is carcinoma of the cecum or 
ascending colon with a fistulous tract between 
the right and left side of the colon. 

DR. SMITH: Dr. Riley, do you have any 
comment ? 

DR. PATRICK J. RILEY: I do not think 
I can make a roentgen diagnosis. I would like 
to make a few points about these x-rays. ven 
though barium would not pass beyond the sig- 
moid, we would not definitely say that this pa- 
tient had organic obstruction. This could result 
from the patient’s inability to stand the ab- 
dominal cramping associated with barium ene- 
mas, a situation which is not uncommon. I 
would like to say further that we like to see 
both sides of a lesion. As you can see, the barium 
passes to this point and stops. There is no 
characteristic configuration at the site of ob- 
struction. Without seeing both sides of a lesion 
and with no characteristic configuration of the 
barium column we can only speculate as to the 


possible lesions that might exist in this case. 
If we look at the indistinct mass we can see that 
it is not encapsulated. The margins are irregu- 
lar and indefinite. Certainly this is not the 
picture of encapsulated fluid. I do not believe 
that we can make a positive roentgen diagnosis. 


DR. SMITH: Is there a fistulous tract? 

DR. RILEY: There is barium in the cecum. 
I certainly can not rule it out. 

DR. SMITH: Do you have a diagnosis? 

DR. RILEY: We could not come to any 
definite conclusion. ‘This was our interpretation 
of the x-rays: There is a large mass in the lower 
right quadrant of the abdomen between the in- 
ferior and medial wall of the cecum without 
demonstrable evidence of intestinal obstruction. 

DR. SMITH: Dr. Rosi, would you comment 
on the case? 

DR. PETER ROSI: Certainly the most com- 
mon large mass in the right lower quadrant of 
a patient having this clinical picture is carcinoma 
ot the cecum or ascending colon. We certainly 
cannot rule out the inflammatory lesions of the 
cecuni which would include the regional eneritis 
or terminal ileitis, appendicitis or appendiceal 
abscess. Other rare lesions to be considered are 


For October, 1952 


mesenteric cysts, and since we cannot definitely 
establish that this is an intrinsic colonic lesion 
we should also consider a retroperitoneal sarcoma. 

DR. PAUL 8, RHOADS: We should not 
overlook chronic amebic abscess of the cecum. 
Certainly carcinoma of the ovary with wide- 
spread metastasis in the pelvis, and fistulous 
formation would be in accord with this picture. 
A third possibility would be primary carcinoma 
of the sigmoid. 

DR. ARTHUR MAHLE: Can we determine 
for sure whether this is an extra or intraluminal 
obstruction ? 

DR, RILEY: 'This would be a matter of 
speculation. ‘These x-ray pictures certainly do 
not look like carcinoma of the sigmoid. 

DR. ROBERT PARKER: JI think this is 
carcinoma of the sigmoid. Certainly one of the 
most prominent features with carcinoma of the 
cecum is anemia. ‘This patient had a hemoglo- 
bin over 11 grams with a 3,700,000 red count. 
In view of the low prothrombin time and the 
eosinophilia we might assume that the patient 
has liver metastases. In one series of cases of 
carcinoma of the sigmoid with hepatic metas- 
tases, eosinophilia was a common finding. 

DR. RHOADS: Certainly we should not 
overlook lymphomas which not infrequently raise 
their ugly heads. Hodgkin’s disease should be 
considered in this case. 

DR. CLAIRE E. CARR: In view of the fact 
that there was no definite obstruction of the colon 
why was no upper gastro-intestinal x-ray carried 
out? 

DR. RILEY: It would have been of value 
but sometimes we are hampered because we can- 
not examine the patient. 

DR. T. C. LAIPPLY: Is the cone-shaped 
deformity of the cecum diagnostic of amebiasis? 

DR. RILEY: Certainly the cone-shaped de- 
formity has been described. Although I was 
trained in New Orleans where amebiasis is fre- 
quent, I have never seen this cone-shaped de- 
formity of the cecum. 

MEDICAL STUDENT: Why was an ascor- 
bic acid level done and what is its significance ? 

DR. WALTER KEARNS: Ascorbic acid 
levels are routine laboratory procedure on the 
service under which the patient was admitted. 
Certainly if the ascorbic acid level is low we 
still take steps to correct the situation. Low 
ascorbie acid levels have been associated with 
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delayed wound healing. 


DR. EARL ZAUS: Several years ago routine 
ascorbic acid levels were carried out at Cook 
County Hospital and it was found that most 
patients had a marked deficiency of ascorbic 
acid. 

DR, PARRY: On the other hand an experi- 
ment was carried out in this hospital in which 
delayed wound healing did not appear related 
to ascorbic acid levels. 
‘CLINICAL DIAGNOSIS 
Carcinoma of the cecum, 
Pulmonary embolus. 

DR. PARRY’S DIAGNOSIS 
Carcinoma of the cecum or ascending colon with 

a fistulous tract between the right and left 
side of the colon. 
ANATOMIC DIAGNOSIS 
Well differentiated adenocarcinoma of the cecum 

with cecosigmoidal fecal fistula. 
Recent infarct of myocardium. 

Recent surgical ileosigmoidostomy. 
Focal acute and organizing peritonitis. 
Bronchopneumonia of lungs. 


PATHOLOGICAL DISCUSSION 

DR, SMITH: At operation a large mass was 
found in the cecum. This was too large to be 
resected and so a loop of ileum was anastomosed 
to the sigmoid portion of the colon. On the 
first post-operative day the patient died. At 
autopsy there was a large adenocarcinoma of the 
cecum with extension through the wall and into 
a loop of adjacent sigmoid colon forming a ceco- 
sigmoidal fecal fistula. No metastases were 
found. In addition, and probably the cause of 
the sudden and unexpected death, there was a 
recent infarct of the myocardium. Broncho- 
pneumonia was present in both lungs. The 
serosa of the colon in the region of the cecum 
revealed an acute and organizing peritonitis. In 
this photograph of the gross specimen (Figure 
2) the terminal ileum is shown leading into the 
cecum which is filled with tumor. Extension 
of carcinoma into the sigmoid colon is shown 
here, and just distally, there is the patient ileo- 
sigmoidostomy. These photomicrographs show 
normal colonic mucosa adjacent to the tumor. 
The minute, irregular numerous acini lined by 
large, pleomorphic cells with hyperchromatic 
nuclei and numerous mitotie figures contrast 
sharply with the orderly arrangement of acini in 
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Figure 2. 


normal mucosa uniformly lined with goblet 
In this projection the serosa is shown 
replaced by granulation tissue and covered by 
fibrin infiltrated with polymorphonuclear leuko- 
cytes. ‘The myocardium reveals fragmentation 
and necrosis of myofibrils as well as infiltration 


cells. 


by segmented granulocytes. ‘The endocardium 
adjacent to this infarct is covered by a recent 
mural thrombus. It is estimated that this in- 
faret is approximately 24 to 36 hours old. An 
incidental and unusual lesion discovered at 
autopsy is this focal collection of dilated vascu- 
lar spaces filled with blood in the anterior lobe 
of the pituitary representing a small hemangio- 
ma. 


In a series of 29 cases of carcinoma of the 
cecum (1) all were white patients except 1 
negro. ‘Twenty were females and nine were 
males, although such a distribution is probably 
peculiar to this series. Most cases occurred 
after the age of 50 years. The duration of the 
symptoms was less than 1 year in all cases and 
less than 6 months in 18 cases. Prominent 
symptoms included pain in the abdomen in 23, 
and in order, loss of weight nausea, weakness, 
vomiting, and gross blood in the stools. A mass 
in the right lower quadrant was palpated in 18 
although signs of obstruction were present in 
only two cases. This is because the capacious 
and easily distended cecum may contain a large 
tumor before obstruction occurs. Anemia is 


1, Patterson, J. F. and Deaver, J. M.: American Journal of 
Surgery 81:618 June 1951. 
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Photograph of Gross Specimen Showing 
Large Carcinoma of Cecum Invading Sigmoid Colon. 
C=Cecum, $= Sigmoid. 
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common in carcinoma of the cecum and the 
average erythrocyte count in these 29 cases was 
3,630,000 per cu. mm. The average hemoglobin 
was 9.3 grams per 100 cc. The importance of 
y-ray examination is shown by the presence of a 
demonstrable defect in 23 of the 29 cases. All 


of the tumors were adenocarcinomas and of 
these, 5 were infiltrating and the remainder were 
fungating. Metastases were present at the time 
of operatioin in 14. The most frequent cause 
of death in carcinoma of the cecum is broncho- 
pneumonia or peritonitis. 


RESECTION IN TUBERCULOSIS 


Newer surgical and anesthetic techniques and 
the use of streptomycin and para-aminosalicylic 


acid (PAS) have made possible increased success 


in pulmonary resection for tuberculosis. Es- 
pecially in early cases, however, bed rest and 
pneumothorax or pneumoperitoneum should be 
given adequate trial before resection is decided 
upon. In all cases a thorough bronchoscopic ex- 
amination should be made first and the findings 
carefully evaluated. 

Pulmonary resection may be advisable for 
lesions of certain kinds which do not respond 
well to thoracotomy ; for lesions which have not 
responded to trial of other methods; for a lung 
destroyed by tuberculosis ; and in cases of active 
disease in an unexpanded lung. 

The experience of the author and of others 
emphasizes the importance of correct postoper- 
ative care. Since tuberculosis is rarely limited 
to the resected area, at least six months’ rest in 
bed under medical supervision is necessary to per- 
mit cure of residal disease. Streptomycin with 
PAS is particularly valuable in the postoperative 
period; therefore indiscriminate use of it in 
earlier treatment should be avoided lest resistance 
develo. David J. Dugan, M.D., Pulmonary Re- 
section In Tuberculosis. California Med., Apr. 
1952, 
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OSTEITIS PUBIS 


Osteitis pubis, as a clinical entity, has been 
recognized only since 1924, when Beers first re- 
ported 6 cases. It occurs in both men and women 
rarely before the fifth decade of life, and has an 
extremely characteristic symptom complex which 
should not be missed if the possibility of the 
complication is kept in mind. . . At the onset, 
anywhere from 8 to 60 days after the operation 
or trauma preceding, the patient will suddenly 
complain bitterly and persistently of a severe 
pain in the pubic area, with possible radiation 
to the inner thighs or groin or slightly upward 
on the abdomen. . . Osteitis pubis is invariably 
self limited, lasting anywhere from 2 to 8 months 
(in 1 case 2 years) with 100% healing, although 
deformities may be the end result. I must say, 
however, that the terrific symptomatology of this 
syndrome certainly would not cause one to antic- 
ipate such a benign prognosis. 

It is most commonly seen following prostatec- 
tomy, but also has been reported in various other 
conditions as difficult labor, trauma to the lower 
abdomen, herniorrhaphy, pyelonephritis, prosta- 
tic abcess, and genito-urinary instrumentation. 
Excerpt: Osteitis Pubis, William Marvin Wood- 
all, Jr., M. D., Birmingham, Ala., J.M.A. Ala- 
bama, March 1952. 
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CARROLL 

Physicians Honored.—Three country doctors 
who have piled up a total of 167 years of service 
to their community heard their community say its 
heartfelt thank-yous here Sunday, September 7. 

Dr. Rollin B. Rice, 85, graduated in 1889, Dr. 
Samuel B. Colehour, 77, graduated in 1899, and Dr. 
G. E. Mershon, 76, graduated in 1901, were the three 
men honored at Mt. Carroll’s “Doctors’ Day.” 

Residents of Mt. Carroll, whose population is 
about 2,000, and many of the 8,000 others in Carroll 
and the surrounding counties served by the three 
men, together with public officials and leaders of 
organized medicine, gathered on the campus of 
Shimer College in Mount Carroll for the fete. 

Babies born here in the last half century, all de- 
livered by one or another of the three men, were 
invited, many of them from long distances, and 
numerous old friends and relatives likewise joined 
with patients in expressing their appreciation of 
three lifetimes of service. 

Each of the men were presented with an illumi- 
nated scroll on behalf of the community. The 
scrolls were available in various public places for 
several weeks to give every one a chance to sign 
them. 

A high point of the celebration was the first per- 
formance of a march, “Doctors Dauntless,” written 
for the occasion by Fred Hubbell, director of the 
Mt. Carroll High School band. 

Principal speaker was Dr. James H. Hutton of 
Chicago, former president of the Chicago and 
Illinois State Medical Societies. Guests included 
Dr. Leo P. A. Sweeney of Chicago, president of the 
State Society; Dr. Harold M. Camp of Monmouth, 
its secretary; Dr. F. Lee Stone of Chicago, chair- 
man of the Council; Dr. Willis I. Lewis of Herrin, 


NEWS OF THE STATE 


president-elect; Dr. Joseph S. Lundholm of Rock- 
ford; Dr. C. Paul White of Kewanee, past presi- 
dent; and Dr. Roland R. Cross of Springfield, di- 
rector of the State Department of Public Health. 

Dr. Joseph B. Schreiter of Savanna, state out- 
standing general practitioner for 1952, was also 
present. 

Dr. Rice, who was born in Bristol, Wis., and who 
practiced in Wheeling, Ill., for six years before 
coming to’ Mt. Carroll, retired three years ago. 
Dr. Colehour, born in Mt. Carroll, has never prac- 
ticed anywhere else; he retired a year ago. Dr. 
Mershon, also born in Mt. Carroll, worked a year 
in Leaf River, Ill., before settling in his birthplace. 
He still practices medicine. His father and brother 
were both doctors here, his son Donald is in practice 
in Chicago and his son-in-law, Dr. Henry C. Rosen- 
stiel, practices in Albuquerque, N.M. 


CHAMPAIGN 

Society News.—Leslie C. Arends, Melvin, IIl, 
representative for Illinois’ 17th Congressional Dis- 
trict, addressed the Champaign County Medical 
Society at the Hotel Tilden-Hall, Champaign. Sep- 
tember 11, on “Politics and the Physician.” 

Health Transcriptions over WDWS.—In cooper- 
ation with the Champaign County Medical Society, 
a series of transcriptions obtained from the Bureau 
of Health Education of the American Medical As- 
sociation is being presented over Station WDWS. 
The transcriptions are broadcast Saturdays at 5:30 
p.m. 


COOK 
Surgical Team MHonored.—Chicago Board of 
Health voted awards of merit, August 19, to a sut- 
gical team on the staff of Wesley Memorial Hos- 
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pital, who, on August 16, delivered a healthy, pre- 
mature boy by Caesarean section to a mother crit- 
ically ill of poliomyelitis. Participants in the op- 
eration were Drs. Harry Benaron and Mary Karp, 
and Nurses Freda Hein, Ann Quimby and Mary 
Erdman. The resolution drawn up by the board 
of health commending the surgical team noted that 
they left their beds at 1 a.m. for the mission after 
having spent the entire preceding day with a full 
schedule in the operating room, according to the 
Chicago Tribune. All were praised for services 
rendered “over and above their call of duty.” 


New Laboratory Named.—A research laboratory 
has been named for the Asthmatic Children’s Aid 
at the University of Illinois College of Medicine. 
The laboratory is the first at the College of Medicine 
to be named in honor of an individual or organiza- 
tion. The facility, to be known officially as the 
Asthmatic Children’s Air Histochemistry Labora- 
tory, is used for studies in the field of allergy. The 
laboratory was first established in 1949 by funds 
contributed by that organization. Asthmatic Chil- 
dren’s Aid recently contributed $10,000 to the Uni- 
versity in support of investigative studies in allergy. 
The organization now has contributed $80,000 to 
the University over a period of eight years. 

The organization was founded in 1940 to further 
research in the field of asthma and allergy and to 
provide relief for under-privileged children. Asth- 
matic Children’s Aid contributes to the care of 
patients in clinics, the education of doctors who will 
specialize in the treatment of the diseases, and to 
support research investigations. 

Faculty Changes at Illinois—The University of 
Illinois College of Medicine announces the follow- 
ing recent changes on its faculty, including new 
appointments and promotions: 

Dr. Ralph W. Gerard, appointed professor neurophysiology 
and head of the Research Laboratories of the department of 
psychiatry. 

Dr. O. E. Van Alyea, to clinical professor of otolaryngology. 

Dr. Egbert H. Fell to clinical professor of surgery. 

Dr. R. Kennedy Gilchrist to clinical professor of surgery. 

Dr. Marvin J. Tamari, to professor of otolaryngology. 

Dr. William H. Browne, to clinical professor of obstetrics. 

Other changes in their respective departments in- 
clude the following: 

Dermatology: Drs. Paul R. Griffith and Albert H. Slep- 
yan to clinical assistant professor; Drs. Alexander M. Buch- 
holz and Milton Robin, both from clinical instructor to clin- 
ical assistant professor. 

Medical Illustration: 
to assistant professor. 

Medicine: Drs. Evan M. Barton, Arthur Bernstein, Earle 
Gray, Meyer R. Lichtenstein, Oglesby Paul, and Willard L. 
Wood, to clinical associate professor; Dr. Max M. Bernstein, 
to clinical assistant professor; Drs. Harvey Horwitz and 
Theodore Z. Polley, to clinical assistant professor. 

Obstetrics and Gynecology: Drs. Harry Boysen; Arthur 
H. Klawans, and Fred O. Priest, all to clinical associate 
Professors ; Drs. Cecil C. Draa and Frank J. Walsh, to clin- 
ical assistant professor; Drs. Alfons R. Bacon, Hugo C. 
Baum, Sol J. Benensohn, Robert J. Glenner, and C. Otis 
Smith, «'! to clinical assistant professor. 

Opht! mology: Dr. Nathan H. Fox, to clinical assistant 
profess’. ; Dr. Martin J. Urist, to clinical assistant professor. 

Otola'vngology: Dr. Stanton A. Friedberg, from clinical 


Mr. Carl T. Linden, from instructor 
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assistant professor to clinical associate professor; Drs. Lois 
Green, Kenneth C. Johnston, and Louis Savitt, to clinical 
assistant professor; Drs. Irwin D. Horwitz and Frederic J. 
Pollock, to clinical assistant professor. 

Pathology: Drs. Jerry J. Kearns and Conrad L. Pirani, 
assistant professor to clinical associate professor. 

Psychiatry: Drs. David S. Harman and Morris M. Rosen- 
thal, to clinical assistant professor. 

Surgery: Dr. Frank V. Theis, to clinical associate pro- 
fessor; Drs. Tilden C, Everson, Edson F. Fowler, and Harry 
W. Southwick, to clinical assistant professor. 

Biological Chemistry: Dr, Paul Kohn, to assistant pro- 
fessor of biological chemistry. 

Dermatology: Dr. Louise E. Tavs, to clinical assistant 
professor of dermatology. 

Medical Social Work: Miss Dorothy Large and Mr. 
Solomon Newman, to assistant professor of social work. 

Medicine: Dr. Norman B. Roberg, to associate professor 
of medicine; Dr. Robert G. Weiner, to assistant professor 
of medicine. 

Obstetrics and Gynecology: Drs. James P. FitzGibbons, 
Charles D. Krause, and Armand J. Mauzey, to clinical assist- 
ant professor of obstetrics and gynecology. 

Otolaryngology: Miss Catherine L. Fogle, to assistant 
professor of auditery training. 

Pediatrics: Dr. Sterling D. Garrard, to assistant professor 
of pediatrics. 

Pharmacology: 
of pharmacology. 

Psychiatry: Drs. Kalman Gyarfas and Irene C. Sherman, 
to clinical associate professor of psychiatry; Dr. George H. 
Pollock, to assistant professor of psychiatry. 


Dr. James A. Bain, to associate professor 


Radiology: Dr. Lewis L. Haas, to associate professor of 
radiology. 
Surgery: Dr. William J. Grove, to assistant professor of 


surgery; Drs. William H. Requarth and Lawrence W. Peter- 
son, to clinical assistant professor of surgery. 

Office Changes.—Robert H. Hayes has moved 
his office from 30 North Michigan Avenue to 185 
North Wabash Avenue, Chicago 1.—Sol Altschul 
has opened an office at 612 North Michigan Avenue, 
and limits his practice to psychiatry. 

On Guard.—The 1951 annual report of the Cook 
County Department of Public Health recently made 
its appearance with the title “On Guard.” The 
booklet, with illustrations and concise descriptions, 
tells the story of the history of the department 
since its inception and reviews specifically its ac- 
tivities during 1951, the eleventh year of health 
service to the citizens of Suburban Cook County. 
At an annual cost of 59 cents per person, the report 
states, the basic health services provides are: com- 
munity sanitation, maternal and child health; con- 
trol of communicable diseases, including tuberculo- 
sis and venereal diseases, school health services, and 
health education of the public. 

Admissions to Illinois—Though competition re- 
mains keen for admission to the University of Illi- 
nois College of Medicine, a continued trend to- 
wards normalcy has been reported this year by 
Examiner and Recorder George R. Moon. 

One hundred and sixty-six students were selected 
for the first-year class in medicine which registered 
September 25. All presented averages well above 
the minimum scholastic qualification of 84 percent 
(3.5) for three or more years of pre-medical in- 
struction. 

The number of total applicants as well as the 
number of qualified applicants is considerably lower 
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than previous years. 

Applications were received from 564 this year, 
as compared with 752 for 1951-52. Four hundred 
and forty met the minimum requirements of the 
College, as compared with 560 a year ago. 

As evidence of the continued trend towards nor- 
malcy in medical admissions, the number of qual- 
ified applicants has gradually decreased since World 
War II. There was a record high of 719 applicants 
who met all minimum requirements in 1947. Qual- 
ified applicants for the succeeding years were as 
follows: 638 in 1948, 596 in 1949, 534 in 1950, 560 
in 1951, and 440 in 1952. 

Seven students were admitted this year under the 
program which is sponsored jointly by the Illinois 
Agricultural Association and the Illinois State Med- 
ical Society. This program is designed to enroll 
more students from rural areas in medical schools, 
and to return them to their native areas to prac- 
tice. The University of Illinois has agreed to ac- 
cept a maximum of 10 students annually under the 
provisions of this agreement. 

As in recent years, all new students are residents 
of Illinois. Half of those selected reside in Cook 
County, with the remainder from downstate areas, 
in ratio with the population of the state. Because 
of the number of qualified applicants from Illinois, 
the Committee on Admissions again deemed it in- 
advisable to accept non-resident students. 

Factors in the selection of first-year students, in 
addition to scholarship, were the results of a pro- 
fessional aptitude test supervised by the Association 
of American Medical Colleges, recommendations 
from science teachers and pre-medical counselors, 
ratings on interviews with one or more members 
of the faculty, and a physical examination. 

Medical Faculty Plans Benefit for Research.— 
A film premiere will mark a benefit, December 8, 
sponsored by the Women’s Faculty Club of North- 
western University Medical School. Proceeds will 
be used to continue research in the field of pediatrics 
and provide fellowships or scholarships for pediatric 
study and will, according to the Chicago Daily 
News, serve as a tribute to Dr. Isaac A. Abt, pedia- 
trician, who will celebrate his eighty-fifth birthday 
December 18. Title of the film to be shown will 
be announced later. 

Personal.—At a meeting of the Wisconsin-Upper 
Michigan Society of Ophthalmology and Otolaryn- 
gology, September 6-7, in Baileys Harbor, speakers 
were Noah D. Fabricant and William F. Hughes 
Jr., both of Chicago. Dr. Fabricant spoke on “Cur- 
rent Trends in Medication of the Ear, Nose and 
Throat,” “Amusing Quotations for Doctors and 
Patients, and “On Writing Medical Papers.” Dr. 
Hughes discussed “Repair of Lid Injuries, Includ- 
ing Entropion and Ectropion,” and “Present Day 
Practice Regarding Orbital Implants after Enuclea- 


tion.” He also showed a movie on Technique of 


Implanation of Buried Polyvinyl! Implants.”"—At 


the recent meeting of the International College of 


Surgeons, the following Chicago physicians were 
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named to office in the Chicago section: Karl Meyer, 
secretary; Edward L. Compere, vice president; Os 
car B. Nugent, treasurer, and George F. Lull, « 
trustee—Dr. Joseph T. Gault recently gave two 
lectures at the Roscoe B. Jackson Memorial Lal)- 
oratory at Bar Harbor, Maine, titled “Life History 
of Clinical Cancer” and “Basic Problems in Cancer 
as Viewed by the Clinician.” 


LA SALLE 
Society News.—Coye C. Mason, clinical assistant 
professor of pathology, University of Illinois Col- 
lege of Medicine, addressed the Bureau County 
Medical Society at Perry Memorial Hospital in 
Princeton, September 9, on “Clinical Interpreta- 
tion of Liver Function Studies.” 


McLEAN 
Society News.—A panel discussion on cardiac 
surgery featured the dinner meeting of the McLean 
County Medical Society at the Rogers Hotel in 
Bloomington, September 9. Speakers were Edward 
E. Avery, Walter Priest, and Gerald Graham, all 
of Northwestern University Medical School. 


VERMILION 

Society News.—Albert Stump, L.L.D., discussed 
“Medical Jurisprudence” before the Vermilion Coun- 
ty Medical Society at the Hotel Wolford in Dan- 
ville, September 2. For the past thirty years Hon- 
orable Stump, a practicing attorney who represents 
the Indiana State Medical Association, has lectured 
on “Law as Related to Medicine” at the Indiana 
University School of Medicine. 

Fifty Years of Medicine —Dr. Robert McCaughey, 
Danville, was presented with the insignia of the 
“Fifty Year Club” of the Illinois State Medical 
Society at a meeting of the Vermilion County Med- 
ical Society recently. Presentation was made by 
Dr. Ernest E. Irons, Chicago. On this occasion 
the society was the guest of the Veterans Adminis- 
tration Hospital at dinner. The scientific program 
included the following speakers: John G. Slaney, 
Malignant Lesions of Colon and Rectum”; Alfred 
Selinger, “Ballistrographic Interpretations,” and M. 
B. Greenfield, “Convulsive States.” 


WINNEBAGO 

Medicine for Today—A series of integrated 
weekly lectures will make up the fourth annual 
postgraduate program of the Illinois Academy of 
General Practice at St. Anthony Hospital, Rock- 
ford, October 9-November 12 and March 25, 1953- 
April 29. “Medicine for Today” is the title of the 
program, which will be presented as follows: 


Renal Disorders: Coordinator, Donald Atlas, associate 
professor of medicine, Chicago Medical School. 
Surgery of Acute Trauma: Coordinator, Lawrence W. 


Peterson, clinical assistant professor of surgery, University 
of Illinois College of Medicine. 

Clinical Cardiac Problems: Coordinators, George A. Hell- 
muth, assistant clinical professor of medicine, Stritch School 
of Medicine of Loyola University, and Aldo A. Luisada, 
associate professor of medicine, Chicago Medical School. 

Childbirth Injuries: Coordinator, Armand J. Mauzey, 


assistant professor of obstetrics and gynecology, University 


of Illinois College of Medicine. 
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GENERAL 

Anton Carlson Honored.—Anton J. Carlson, Chi- 
cago, was recently chosen president-elect of the 
American Gerontological Society, succeeding E. W. 
Burgess, also of Chicago. ; 

Lectures at Hebrew University—Dr. Morris Fish- 
bein, Chicago, chairman of the CARE-World 
Health Organization Medical Advisory committee 
and a national board member of the American 
Jewish Physician’s Committee, is now enroute to 
Israel where he will deliver a series of lectures at 
the Hebrew University of Jerusalem as the guest 
of the Chicago chapter of the American Friends of 
the Hebrew University. 

He will lecture on “The Contributions of Ameri- 
cans to Modern Medicine” at the medical school of 
the University from October 20-30, 1952. Arrange- 
ments for the lectures were made by Dr. Bernhard 
Zondek, developer of the Aschheim-Zondek Preg- 
nancy test and professor of gynecology and obstet- 
rics at the Hebrew University medical school at a 
reception in Chicago held September second by the 
American Friends of the Hebrew University. 

In order to meet the medical needs of Israel 
where 750,000 have migrated in the last four years, 
the medical school of the University must graduate 
150 physicians annually. Dr. Fishbein will complete 
arrangements for 25 American students to be ad- 
mitted to the medical school each year. 

Following his return from Israel, Dr. Fishbein 
will report on its medical facilities and the work of 
the Hebrew University at a reception given in his 
honor by the Chicago chapter of the American 
Friends of the Hebrew University and the Ameri- 
can Jewish Physicians’ Committee in The Covenant 
Club, 10 North Dearborn Street, Chicago, Wednes- 
day evening, November 19th. 

Meeting of Pathologists—At the sixth annual 
meeting of the College of American Pathologists in 
the Drake Hotel, Chicago, October 13-14, the fol- 
lowing Chicago physicians participated: Coye 
Mason, Pathology Department Records; Edwin 
Hirsch, Pathology Department Conferences; Wil- 
liam S. Hoffman, moderator on joint symposium 
on fluid and electrolyte balance: Harry F. Weis- 
berg, Respiratory Factors in Disturbance of Acid- 
Base Balance; Walter G. Maddock, Fluid and Elec- 
trolyte Disturbances in Surgery. Clarence Cohn 
and Joseph D. Boggs also participated. 

Mental Hospital Program.—Better understanding 
of the services and problems of Illinois’ mental hos- 
Pitals is the goal of “The Illinois Mental Hospital 
Program” a series of eight lecture discussions, one 
film discussion and a visit to a state mental hospital 
which started October 2 under the sponsorship of 
the Illinois Society for Mental Health. 

The lectures will cover the theory of state respon- 
sibility for the care and treatment of the mentally 
ill; admission and discharge procedures; the diag- 
nosis and treatment of mental illnesses; and the 
relation of the hospital to the community. Each 


lecture and the showing of the film, “City of the 
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Sick,” will be followed by an open discussion period. 
The series will be given on Thursday evenings 
at 8 P.M. in the conference room of the Joel Hunter 
Building at 123 West Madison St. The visit to the 
state mental hospital will be made on the Saturday 
following the conclusion of the discussion series. 

Lectures Arranged Through the Educational 
Committee of the Illinois State Medical Society: 

William A. Larmon, YWCA, Chicago, November 
3, Posture and Poise. 

Catherine L. McCorry, YWCA in Chicago, No- 
vember 17, Psychotherapy, The Healing Art of 
Psychiatry. 

Mr. George Hall, North Side Branch of the Wom- 
an’s Auxiliary, Chicago Medical Society, November 
20, Your Husband and the Bureau of Legal Medi- 
cine. 

Lectures Arranged Through the Scientific Service 
Committee of the Illinois State Medical Society: 

Albert H. Unger, Chicago, Fulton County Medi- 
cal Society in Canton, August 27, on Treatment of 
Allergic Diseases. 

Carl E. Billings, Chicago, Greene County Medi- 
cal Society in Whitehall, Septembér 4, on Recent 
Trends in Antibiotic Therapy. 

E. William Immermann, Chicago, Roseland Com- 
munity Hospital Staff in Chicago, September 16, 
on The Acute Phase of Poliomyelitis. 

Edward E, Avery, Chicago, Whiteside-Lee Coun- 
ty Medical Societies in Rock Falls, September 18, 
on Chest Injuries. 

Albert Walter Wise, Chicago, Fulton County 
Medical Society in Canton, September 25, on Cardi- 
ovascular Diseases. 

Max M. Montgomery, Chicago, Stock Yards 
Branch of the Chicago Medical Society in Evangeli- 
cal Hospital, October 16, on Certain Aspects of 
ACTH and Cortisone Therapy. 

Mitchell A. Spellberg, Chicago, Henry County 
Medical Society at Kewanee, Novemb@r 13, on 
Viral Hepatitis. 

James H. Hutton, Chicago, Fulton County Medi- 
cal Society at Canton, November 13, on Endocrine 
Disorders in Office Practice. 

Walter S. Priest, Chicago, Stock Yards Branch 
of the Chicago Medical Society in Evangelical Hos- 
pital, November 20, on Diagnosis and Management 
of Congestive Heart Failure. 

Felix A. Tornabene, Aurora, DeKalb County 
Medical Society at Sycamore, November 25, on 
Some Newer Aspects in the Control of Contagious 
Diseases. 

Your Doctor Speaks over FM Station WFJL— 
The following have presented transcribed broadcasts 
over Radio FM Station WFJL under the auspices 
of the Educational Committee: 

Jack A. Weiss, Chicago, August 28, The Psy- 
chologic Preparation of the Child for an Operation. 

William A. Mann, Chicago, September 4, Your 
Eyes Are Growing Older. 

Frank M. Ouninn, Chicago, September 11, What 
Preventive Medicine Holds for You. 
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Chicago, September 18, 


Warren W. Young, 
Wiabetes. 


Edward J. Brophy, Chicago, September 25, 


Periodic Health Supervision in Children. 


DEATHS 

Henry I. AbvLER, Chicago, who graduated at Mary- 
land Medical College, Baltimore, in 1904, died May 24, 
aged 72, 

Cuartes W. Bartey, Hebron, who graduated at 
Rush Medical College in 1900, died September 7, aged 
77. He had practiced medicine in McHenry County 
for 50 years. 

Braine Wirson Craypoot, Oak Park, who gradu- 
ated at the University of Mlinois College of Medicine 


in 1916, died September 10, aged 61. 


ann. M. Copy, Elmburst, who graduated at the 
University of Illinois College of Medicine in 1916, died 
September 1, aged 63, in Elmhurst Memorial Hospital, 
where he was a staff member and director. 

Jacaures Cooper, Chicago, who graduated = at 
Friedrich-Wilhelms-Universitat Medizinische Faku)tat, 
Berlin, Prussia, Germany, in 1917, died May 9, aged 
62, 

BeNyAMIN Q. Dysart, Henry, who graduated at the 
University of Illinois College of Medicine in 1918, died 
July 29, aged 59, while vacationing in Yakima, Wash- 
ington, 

Marte A. Fettows, Chicago, who graduated at the 
University of Ilinois College of Medicine in 1899, died 


recently, aged 85. 


ANDREW CosMAS GAryy, retired, Chicago, who grad- 
uated at Rush Medical College in 1901, died September 
\, aged 73. 

ANNA Hussey Gunperson, Lockport, who graduated 
at Chicago Medical School in 1923, died June 15, aged 

Frank Brooks Hitter, Pinckneyville, who graduated 
at St. Lonis College of Physicians and Surgeons in 
1910, died May 6, aged 71, of coronary thrombosis. 

WaAkREN C, Ives, formerly of Rockford, died June 
4, aged 60, in San Diego. He was former Winnebago 
County Coroner, 

James Jenson, Saybrook, who graduated at Chicago 
College of Medicine and Surgery in 1911, died in 


[soomington recently, aged 74. 
BENSON M. JEWELL, Danville, who graduated at the 


College of Physicians and Surgeons of Chicago, School 
of Medicine of the University of Illinois, in 1912, died 
August 15, aged 72. He was on the staff of Lake View 
and St. Elizabeth Hospitals, Danville. 

Mrnas JoaNnNnives, Chicago, who graduated at Wash- 
ington University School of Medicine, St. Louis, Mo., 
in 1921, died September 8, aged 57. He was clinical 


associate professor of surgery at the University of 


Illinois College of Medicine. 

CrHarites L. Kerrickx, Chrisman, who graduated at 
Kentucky School of Medicine, Louisville, in 1893, died 
in Veterans Administration Hospital, Danville, May 
20, aged 83, of bronchopneumonia. 

Leo Carrotit LArKin, Chicago, who graduated at 


the University of Illinois College of Medicine in 1934, 


284 


died in an automobile accident near Walworth, 
August 24. He was 43. 

Wicutam W. Leake, retired, Chicago, who gradua‘ed 
at Tulane University of Louisiana School of Medicine, 
New Orleans, in 1909, died August 26, aged 68, on jis 
farm near Fond du Lac, Wis. He had served as chicf 
surgeon for the I)linois Central railroad for 42 yeirs, 

EvtzasetH C. Maas, Rockford, who graduated at 
the Hahnemann Medical College and Hospital, Chicayo, 
in 1894, died in North Rockford Hospital May 17, aced 
92, of cerebral hemorrhage. 

Micwaet J. McGowan, retired, Chicago, who gradu- 
ated at Baltimore Medical College in 1898, died Sep- 
tember 5, aged 82. He had practiced medicine in Chi- 
cago 50 years. 

Epwarp C. Meyer, Chicago, who graduated at the 
Chicago Medical School in 1929, died August 27, aged 
50. 

BrONIsLAus J. Mrx, Chicago, who graduated at 
Loyola University School of Medicine in 1917, died 
August 27, aged 57. He was on the staff of St. Mary 
of Nazareth Hospital. 

Cart M. RANSEEN, Rockford, who graduated at the 
College of Physicians and Surgeons of Chicago, School 
of Medicine of the University of Illinois, in 1905, died 
in an automobile accident, August 30, near Blooming- 
dale, Ill. He was 73. 


Maurice Joun Remy, Arthur, who graduated at 
the Chicago Medical School in 1931, died May 21, aged 


4/7. 
Earit W. SHAFFER, Chicago, who graduated at Rush 
Medical College in 1922 died September 2 aged 59 


He was a member of the staff of Ravenswood Hospital. 


Artuur A. SMALL, retired, formerly of Chicago, 


who graduated at the University of Toronto Faculty 


of Medicine in 1895, died August 18, aged 79. He was 
medical director of the Chicago Surface lines for many 
years. 

Atva Boyp Sowers, Chicago, who graduated at the 
Hahnemann Medical College and Hospital, Chicago, in 
1909, died August 31, aged 68. He was attending eye 
surgeon and staff member at Illinois Masonic Hospital, 
where he was staff president in 1938. 

Harry M, STEEN, Springfield, who graduated at 
Indiana University School of Medicine, Bloomington- 
Indianapolis, in 1931, died September 5, aged 47, from 
injuries suffered in a fall at his home. He was head 
pathologist at St. John’s Hospital. 

Benyamin J. Srevenson, Sparta, who graduated at 
Homeopathic Medical College of Missouri, St. Louis, 
in 1898, died March 8, aged 78. 

REGINALD C. WALES, Lincoln, who graduated at the 
Hahnemann Medical College and Hospital, Chicago, 
in 1908, died in St. Petersburg, Fla. recently, aged 0, 
of carcinoma of the bladder. 

Oris M. WALKER, Oak Park, who graduated at the 
College of Physicians and Surgeons of Chicago, School 
of Medicine of the University of Illinois, in 1911, died 
August 17, aged 78. He was a member of the surgical 
staff of Hinsdale Sanitarium and Hospital. 
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EXERCISES FOLLOWING THE BANKART 
OPERATION FOR RECURRENT SHOULDER 


DISLOCATION 


J. L. Rudd, M.D., and E. F. Haydock, R.P.T., B.S. 
In ARCHIVES OF PHYSICAL MEDICINE, 
33 :6:353, June 1952. 

This study was undertaken to determine 
whether postoperative exercises for recurrent 
shoulder dislocations had resulted in an earlier 
increase in the range of shoulder motion, greater 
improvement in gains in strength and a decrease 
in the length of the average recovery period in 
comparison with cases which did not receive 
similar supervised activity. 

In the Naval hospital patients were returned 
to full duty immediately after hospitalization 
was completed. An accelerated activity schedule 
was given them after the Bankart operation. 
This took place under closer supervision and for 
a longer time than was permitted for patients 
of the non-military institution which were used 
for comparison. 

In the non-military group the patient left the 
hospital as soon as the wound had healed and the 
stitches were out. General shoulder exercises 
were advised, on an out-patient basis, on an aver- 
age of 4.4 weeks postoperatively. Since the main 
objective at this hospital is to get the patient out 
after operation as quickly as possible, with max- 
imum benefit, a shorter stay is imperative and 
little or no daily, progressive, supervised cor- 


44 


PHYSICAL MEDICINE ABSTRACTS 


EMIL D. W. HAUSER, DEPARTMENT EDITOR 


rective therapy can be administered. It is safe 
to say that most individuals sent home to do 
postoperative shoulder exercises do not do daily, 
progressively increasing, activity. They neglect 
many of their exercises and subsititute muscles 
that are not to be used, they do not have the 
equipment found in most departments of physi- 
cal medicine and they fail to remember many of 
the instructions given them describing motions 
needed for increasing and strengthening the 
shoulder girdle. 

It took only two and a half months for return 
to duty by the sixteen cases exercised under 
supervision, while it took five months for the 
twenty-four cases who were told to do shoulder 
exercises at home. 

The planned program of supervised activity 
in postoperative Bankart cases resulted, in six- 
teen of the forty cases studied, in better shoulder 
motion and strength as well as a quicker return 
to duty than “exercise-advice” without daily su- 
pervision, 


RADICULITIS OF THE CERVICAL SPINE: 

SIMULATION OF CORONARY CONDITIONS 

AND PHYSICAL TREATMENT 

H. I. Weiser, M.D. In THE BRITISH JOURNAL 
OF PHYSICAL MEDICINE, 15:5:105, May 1952. 
If all the clinical examinations, including 

several exercise tests and electrocardiography fail 

to show any signs of heart disease, it is adivsable 

(Continued on page 46) 
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As soon as possible after arrival the patient ig 
given the first of a series of complete physical 
examinations. The findings as well as subse- 
quent laboratory studies are sent routinely to 
the referring physician. 


The system of therapy 
at The Keeley Institute is aimed (1) at 
overcoming the acute attack of alcohol- 
ism; restoring the patient’s well-being, 
and (2) through group and individual re- 
education attaining a condition of perma- 
nent sobriety. 

At all times the regimen of treatment is 
well coordinated under the direction of 
a staff of experienced full-time physicians 
who are members of the American 
Medical Association. 

When you refer a patient to The Keeley 
Institute, you know that he will be taken 
care of as your patient and you are con- 
tinually informed of his progress. 


Member, American Hospital Association 
Member, Illinois Hospital Association 
The Keeley Institute is accredited by the Council 
on Med‘cal Education and Hospitals of the A.M.A. 


Complete information, including rates, will be 
furnished to physicians on request. 


THE KEELEY INSTITUTE 


_ DWIGHT, ILLINOIS 


‘Physical Medicine (Continued) 
to consider the possibility of extracardiac causc< 
for sternal or praccordial pains. 

Pressure on a nerve root in one of the imter- 
vertebral foramina of the lower cervical or upper 
thoracic spine causes a pain syndrome which may 
be of the same intensity, quality and distribution 
as a genuine coronary pain. 

The violent attack of pain due to radiculitis 
occur after the subjection of the upper spine to 
excessive loads while the patient is standing, sit- 
ting or sleeping in unfavorable positions. ‘The 
characteristic pains may be reproduced by hyper- 
extension or hyperflexion of the cervical vertebrae 
or by firm pressure on a vertebra. 

The most essential therapeutic measure is 
correction of the posture. Attention should be 
paid to proper carriage while walking, standing, 
sitting or lying. It is equally necessary that a 
suitable posture should be assumed while work- 
Joints should only be subjected to loading 
in intermediate positions. 

Traction. of the head relieves the neural roots. 
Mobility of the vertebral joints is improved by 
frequent minor manipulations of the spine. 
Mild heat and mild stroking massage relieve the 
spastic neck muscles. Carefully applied exercise 
treatment and special breathing exercise are an 
essential adjunct to this therapy. 

In most cases the conservative measures de- 
scribed in this paper will achieve considerable 
relief of and temporary freedom from pain. 


PRESCRIBED OCCUPATIONAL THERAPY 
Nila Kirkpatrick Covalt, M.D., Rocky Hill, Conn. 
In ARCHIVES OF PHYSICAL MEDICINE, 
33 :6 :333, June 1952. 
This is a discussion of the prescription of oc- 
cupational therapy from various approaches: that 


(Continued on page 48) 
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for mentally retarded and physically 
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ing. 
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POTENT PROTECTION 


>>> against the combined threats of 


arteriosclerosis and capillary fragility 


the arteriosclerotic patient, 
victim of poor dietary habits 
and the tempo of modern life 


the diabetic-hypertensive 
patient, often manifesting 
excessive capillary fragility 


the coronary thrombosis 
patient, continually threat- 
ened by vascular accidents 


section of thrombotic artery capillary fragility 
showing fibrous thickening of shown by high 
intima and atheromatous area petechial count 


| 
() 
intimal capillary hemorrhages 
of the aorta may be precur- 


“yf sors of more critical thrombi 


TRADEMARK 


VASCUTUM* makes possible a dual attack, both 
prophylactic and therapeutic, in the two-front 
battle against hypercholesterolemia and capil- 
lary fragility, combining in one medication: 


1 Potent amounts of lipotropic agents, to 
promote decholesterolization in atheroscle- 
rosis, liver cirrhosis and diabetes mellitus. 


2 Therapeutic amounts of rutin and ascorbic 
acid, to combat related capillary weakness 
effectively. Damaging retinal hemorrhage often 
results from excessive capillary fragility and 
associated abnormal cholesterol deposits. 


© Schenley Laboratories, Inc 


For October, 1952 


The average daily dose (6 tablets) provides: 


Choline | Pyridoxine HCI 4 mg. 


Inositol 1 Gm. | Rutin 150 mg. 


di-Methionine 500 mg. | Ascorbic Acid 75 mg. 


VASCUTUM marks a distinct advance in the 
management of interrelated degenerative dis- 
eases affecting the middle-aged and elderly. 


SUPPLIED in bottles containing 100 tablets. 


SCHENLEY LABORATORIES, INC. 
350 FIFTH AVENUE « NEW YORK 1 


*The word VASCUTUM Is a trademark of Schanley Laboratories. Inc. 
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ABOUT 
BRASSIERES 


Most corrective, surgical 
and maternity brassiere 
problems have been 
scientifically solved by 
physio-specialists at 
Cordelia of Hollywood. 
Every Cordelia Brassiere 
is designed for easy 
individual fitting and 
smart figure styling so 
important to a patient's 
mental well-being. 


To be sure of a perfect 
combination of physio- 
logical and psychological 
satisfaction, 


and Style Brassieres. 


Physical Medicine (Continued) 


of the physician, that of the occupational thera- 
pist and that of the actual terminology of a 
prescription. 

The Baruch Commitiee’s definition of phys- 
ical medicine placed occupational therapists on 
an equal with physical therapists. However, the 
national organization (A.O.T.A.) does not want 
to affiliate with physical medicine exclusively, 
which would subject them to (and have) medi- 
cal direction from physicians who have training 
in their field. The national organization prefers 
to control their national registry rather than 
affiliate in any way with the American Medical 
Association. The implication is that organized 
occupational therapy does not want good medi- 
cal supervision, but prefers its therapists either 
to practice medicine or he suprevised or account- 
able: — as Doctor Snow said, “to one of the 
women’s auxiliary lay committees.” Occupa- 
tional therapists are defeating themselves and 
delaying progress as long as they are unwilling 
to align themselves with the medical specialty 
where physicians are also formally trained in the 
therapeutic use of this field. 

In conclusion, Doctor Covalt makes two ree- 
ommendations: 

(1) That the executive committee of the 
American Congress of Physical Medicine appoint 
a committee to meet and adopt standard termi- 
nology for the prescribing of occupational ther- 
apy. (An outline is presented which could be 
a basis for an official terminology.) 

(2) That official recommendation be made 
to the American Occupational Therapy Associ- 
ation by the American Congress of Physical 
Medicine as to suggested changes in policy that 


(Continued on page 50) 
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The headache, vertigo, dyspnea and 
malaise associated with severe hyper- 
tension can be promptly controlled or 
greatly mitigated by Solution Intra- 
muscular Veriloid. This intramuscularly 
administered hypotensive agent leads to 
a prompt, sustained, and significant fall 
in blood pressure, providing welcome 
relief from distressing discomfort. 

A single injection of Solution Intra- 
muscular Veriloid lowers the blood pres- 
sure for 3 to 6 hours. In many instances, 
symptomatic relief persists for consider- 
ably longer periods. Through repeated 
injections, the arterial tension may be 
depressed for many hours or even days. 
Thereafter, suitable oral medication 
may be employed. This hypotensive 
agent is indicated in hypertensive states 


elution 


RELIEF OF 


HYPERTENSIVE 


accompanying cerebral vascular disease, - 


malignant hypertension, hypertensive 
crises (encephalopathy), toxemia of 
pregnancy, eclampsia and pre-eclampsia. 

Solution Intramuscular Veriloid, con- 
taining 1 mg. per cc. of alkavervir in 
buffered isotonic saline solution, drops 
the blood pressure by central action. It 
has no influence on ganglionic activity 
and has no direct relaxing action on the 
blood vessels. Alkavervir, a unique frac- 
tion of the hypotensive alkaloids derived 
from Veratrum viride, is biologically 
standardized in dogs for hypotensive 
potency. 

Solution Intramuscular Veriloid is 
supplied in boxes of six 2 cc. ampuls. 
Complete instructions for use accom- 
pany each package. 
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Physical Medicine (Continued) 


this medical association feels would strengthen 
the occupational therapy profession, and official- 
ly make those therapists a part of the field of 
physical medicine and rehabilitation as officially 
defined by the Baruch Committee on Physical 
Medicine. 


PHYSICAL TREATMENT IN ASTHMA 
James L. Livingstone, M.D. In THE BRITISH 

JOURNAL OF PHYSICAL MEDICINE, 15 :6:136, 

June 1952, 

In asthma as in other conditions, the earlier 
treatment is started the better is the outlook. 
Unfortunately, the majority of cases are treated 
symptomatically by drugs for months or years 
before any curative treatment is begun. It does 
not take many months of mild asthma, or many 
severe paroxysms, to produce a “conditioned re- 
flex” whereby minor stimuli may provoke an 
attack: besides the nervous tension and thoracic 
deformity, the patient loses confidence and devel- 
ops a dependence on others, particularly his phy- 


sician, to help him by an injection, an inhaler o» 
some tablet. 

It is because of this dependence of the patient 
that the physical therapist can play such an im- 
portant part in treatment; she should be able to 
give the patient the time which is essential for 
him to acquire confidence, quite apart from giv- 
ing the physical treatment prescribed. The phy-- 
ical therapist who has the right personality, 
coupled with enthusiasm and faith in her ability 
to help her patient, can get results immeasurably 
better than can one who may have a detailed 
knowledge of the technic but is without these 
attributes. As in other disorders of function, 
the value of suggestion is considerable and should 
be used. The physical therapist tells the patient 
that he may (and indeed should) be able to 
abort a minor attack of wheezing by breathing 
exercises alone, without recourse to drugs: he 
is told to report the first occasion when he is 
able to do this. This suggestion might be de- 
scribed as “quackery,” but in fact some 50 per 
cent of asthmatic patients do report control of 
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Physical Medicine (Continued) 


the wheezing within a few weeks. This teaches 
self-reliance and gives them confidence that there 
is something they can do for themselves, which is 
very important. In the training of a phyiscal 
therapist this principle of “mind over matter” 
in the treatment of asthma should be stressed. 

There is considerable variation in the type of 
exercises and methods used by different workers, 
some preferring “assisted exercises,” “vibration” 
and so forth, but the basic principles are the fol- 
lowing: 

(1) To teach the patient to deflate the lungs, 
to relax the diaphragm, and to breathe with the 
abdominal and lower thoracic muscles instead of 
the upper intercostal and accessory muscles, 
which act on the upper thorax. 

(2) To increase the mobility of the chest wall, 
to correct kyphosis, and to prevent further tho- 
racic deformity by teaching relaxation of the 
over-acting muscles of inspiration. 

(3) To give the patient confidence that he can 
do something for himself to relieve, at any rate, 
minor attacks, by relaxing the diaphragm and 


other muscles, and by doing expiratory excercises 


which appear to loosen the secretion in the 
bronchi and to relax broncho-spasm. 

Over the past twenty years the majority of 
asthmatic patients under Livingstone’s care have 
been given breathing exercises, and at least 75 
per cent have really tried to learn them. Of 
these at least 60 per cent have, in fact, acquired 
“controlled” breathing, and most have stated 
that they regard proper breathing as being of 
great value. Perhaps 10 per cent of those who 
have acquired breathing control have failed to 
improve materially. 

It is the opinion of Livingstone that an asth- 
matie patient is not being given the maximum 
of available benefit if physical treatment is omit- 
ted. 


FRACTURES IN THE AGED 
Richard H. Metcalfe, M.D, In BRITISH MEDICAL 

JOURNAL, No. 4770, p. 1240, June 7, 1952. 

The term “aged” is relative, depending on the 
physical and mental state of the patient, but in 
this article, it means persons over 70 years of 
age. The admission of such aged people to a 
hospital when they are suffering from fractures 

(Continued on page 54) 
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For more than 16 years clinicians have successfully 
employed Ray-Formosil to control the distressing 
and disabling symptoms of rheumatoid arthritis. 

While Ray-Formosil seldom produces the imme- 
diate dramatic effects of hormonal preparations, 
it is consistently effective when used adequately, 
and it obviates the two serious disadvantages of 
“wonder drug” therapy, namely, severe toxicity 
and high cost. As first-choice conservative therapy, 
Ray-Formosil provides the opportunity to effect 
symptomatic relief without danger of precipitating 
the undesirable physiologic responses characteris- 
tic of hormonal] medication. 

An analysis of nearly 4,000 recent case histories 
from the files of 36 clinicians revealed that 85% 


ay-Formosil 


Buffered formic acid and 


colloidal silicie acid injection 


of rheumatoid arthritics experienced relief of pain, 


swelling and joint inflammation following a course 
of Ray-Formosil injections. None experienced any 
untoward side effects attributable to therapy re- 
gardless of the degree of clinical response. 

Only 36¢ a treatment ampul, Ray-Formosil ther- 
apy is inexpensive—an additional and important 
advantage to both the physician and the patient. 

Dosage: 2 cc. injected intramuscularly in the 
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for several weeks, then 2 cc. once weekly. 
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maceuticals or direct from the manufacturer. 
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Physical Medicine (Continued) 
at the upper end of the femur is fraught with 
difficulty. ‘Their stay in hospital is necessarily 
prolonged, and treatment is best carried out in 
special wards set aside for this type of case. 
‘This is necessary because the treatment is high- 
ly specialized and both surgical and nursing staff 
must be enthusiasts. The wards should not be 
limited entirely to the aged, as a leavening of 
younger people and occasionally even older chil- 
dren gives added interest and pleasure to elderly 
patients. 

The essence of treatment of these old people 
lies in the preservation of their morale, and the 
sight of patients recovering is most encouraging 
and helpful to new arrivals. A new case there- 
fore should be placed in a bed next to a patient 
suffering from a similar injury who is well on 
the road to recovery. ‘The healing of fractures 
depends on a full and adequate diet and a good 
vascular supply to the site of the fracture. The 
latter can be assured only if full mobility is en- 
couraged as soon as possible after the fracture 
has been fixed. The best way to achieve this is 


by a daily physical therapy class carried out in 
the ward. The physical therapist should place 
herself in a raised position where all the patients 
can see her. Exercises are not limited to the 
fractured limbs but must mobilize all the limbs 
and the abdominal, chest, and back muscles. ‘Ihe 
patients enjoy these exercises immensely, and 
when the physical therapist is on leave or for 
some reason unobtainable, one of the younger 
patients usually is only too willing to take her 
place and supervise the exercises. Metcalfe’s 
ward at St. James’ Hospital, London, all pa- 
tients do these daily exercises, the only ones 
being excused being those aged over 90, and 
generally even these try to join in. Frequent 
baths with salt and soda in the water go a long 
way to loosen stiff joints once the ambulant state 
is reached. 

Every effort should be made to encourage the 
relatives and friends of old people with fractures 
to take them back in their own homes. Patients 
who are unable to return home and who have 
perforce to be admitted into chronic sick hospi- 
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Each 3 capsules contain: 
dihydrogen citrate ~ 


Ino: 

Vitamin B, (Thiamin HC1) 3 me 
Vitamin B, (Riboflavin) 6 mg. 
Vitamin Bs 4.5 mg. 
Calcium pantothenate 15 mg. 
Niacin amide 75 mg. 
Secondary liver fraction a. 5. 
Dried yeast as. 


for Geriatric Patients 
for Treatment of: 
Impaired Liver Function 
Atherosclerosis 
as Adjunctive Therapy in Diabetes 
to Correct Endocrine Imbalance 
as an Adjunct to Antibiotic Therapy 


THERAPEUTICALLY EFFECTIVE 
MASSIVE DOSAGE 
ENTIRE VITAMIN B COMPLEX 


plus. 


CHOLINE & INOSITOL 


References: 1. oe and non-official remedies, 1948, p. 426; Beams, A. J.: J.A.M. A. 


30:190 (Jan. 26) 1946; Morrison, L. M.: J. A.M. A. 134 :673(June2l) 
poet Steigmann, F.: J. A. M. A. 137 :239 (May 15) 1948. 
2. Morrison, L. M.: Am, Hearst J. 36:473 (Sept.) 1948. 
3. Jukes, T. H.: : Annual Review of Biochemistry, 1947. 
4. Biskind, M. S. and Schrier H.: Report, N.Y. Acad. Med.,(June) 1945. 
5. Biskind. M. S.: J. Clin. Endocr. 3 227, 1943. 


COMPLETE literature 
and Clinical Trial Package on request 


Illinois Medical Journal 


N 
‘RAND) pharmaceutical co., ine. 
albany, Re. 
54 all 


t in 
lace 
ents 

the 
mbs 
The 
and 

for 
ager 
her 
lfe’s 
pa- 
Ones 
and 
lent 
ong 
tate 


the 
Ares 
nts 
lave 
spi- 


‘nal 


Che right 


move 


10 increase the Userful: 
Ness of 


effective 


oral _| 


aminophylline 
therapy _ 
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literature available 


BRISTOL, TENNESSEE _ 


Aminodrox, a tablet containing colloidal 
aluminum hydroxide with 114 or 3 gr. 
of aminophylline provides a dependable 
method of oral administration of amino- 
phylline in doses large enough to pro- 
duce the same high blood levels obtain- 
able with parenteral administration. 


This is possible with Aminodrox because 


gastric disturbance is avoided. 


Aminodrox now makes it possible to dis- 


card the inconvenience and potential 
hazards of non-emergency parenteral 
aminophylline. Besides its use as a diu- 
retic, it is now feasible to use oral amin- 
ophylline therapy in the treatment of 
congestive heart failure, bronchial and 
cardiac asthma, status asthmaticus, and 
paroxysmal dyspnea. 


Several studies* attest to the large dose toler- | 
ance of Aminodrox. A dose of 36 grains daily ; 


produced blood levels higher than would be cus- 
tomarily aimed at with parenteral administra- 
tion. In hospitalized patients on this excessively 
massive dosage, only 27% showed gastric dis- 
tress. Contrast this to the 42% intolerance to 


plain aminophylline with only 12 grains a day. | 


* Cronheim, G., Justice, T. T., and King, J. S., 
Jr., A New Approach to Increasing Tolerance 
of Oral Aminophylline—to be published. 

* Justice, T. T., Jr., Allen, G.,-and Cronheim, G., 
Studies with Two New Theophylline Prepara- 
tions—to be published. 


| | | | 
4 5 brs. 


For October, 1952 


| 
} 
| 
| 
f. A. 
ne 21) 
100 
SE ] 
Massengill 
ture 
0 1 2 3 | 


tals should be given every opportunity for in- 
creasing their mobility by the aid of physical 
therapy and occupational therapy. 

The avoidance of extreme loneliness after the 
bustle and companionship of a ward needs urgent 
consideration, 


PRESENT STATUS OF THE USE OF 
ULTRASONIC ENERGY IN PHYSICAL 
MEDICINE 

Frank .H. Krusen, M.D., Rochester, Minn. In 

SOUTHERN MEDICAL JOURNAL, 45:1:55, 

January 1952. 

Applications of ultrasonic energy can produce 
sharply localized heating of living tissues and 
can cause selective heating of bone cortex and 
bone marrow as does no other source of energy 
employed so far for medical diathermy. 

If ultrasonic diathermy is employed clinically, 
a wide margin of safety with regard to dosage 
is necessary because of the unexpected variations 
which frequently arise. . 

Ultrasonic energy of the intensities and fre- 
quencies employed in physical medicine probably 
has no effect on conduction in peripheral nerves 
other than the effects produced by the rise of 
temperature. 


Physical Medicine (Continued) 


In normal tissues ultrasonic energy can pyo- 
duce markedly destructive reactions. These «e- 
structive changes can occur at the point of ap) li- 
cation of the ultrasonic energy or throughout the 
pathway of the radiation through the tissues or 
at the point of exit. The degree of destruction 
varies according to the type and density of the 
tissues and according to the presence or absence 
of fascial barriers. ‘The reactions obtained in 
various animals in the study made by Krusen 
were similar and varied not with the animal but 
with the intensity and duration of the treatment. 

In nearly all of Krusen’s studies, maximal 
doses were employed. However, except in one 
study, the doses did not exceed even half those 
which are available on one of the machines com- 
monly employed by physicians. The maximal 
dosage used by Krusen (except in a few in- 
stances) was 25 watts for thirty minutes. The 
machine is capable of providing 60 watts for 
indefinite periods uf time. It is evident, there- 
fore, that such a machine when employed at 
maximal dosages can produce severe damage of 
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Service to Medicine 


“Tt is likely that liver extract and yeast contain 
important nutrients not now identified.” 


Spies, T. D., Post Grad. Med., Oct., 1951 


All of the therapeutic virtues proven for B complex 
_ have been gleaned from studies on natural sources 
rather than the individual synthetics. 
You can rest assured that your patients receive 
complete therapy, including the unknown as well as 
the known factors, by prescribing MARPLEX-MRT... 
the only unfractionated B complex derived from the 


5 RICHEST NATURAL SOURCES 


Available: 8 oz., pints, gallons. Samples and literature on request. 


MT MARVIN R. THOMPSON, INC., Stamford, Connecticut 
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fortified by SYNTHETIC Vitamins ONLY 


/ \ i; The vitamin content of Baker’s Modified Milk is fortified by 


oM qs the addition of sufficient pure synthetic vitamins (except 
— og & vitamin C) to meet the Recommended Daily Allowances of 
\ the Food and Nutrition Board of the National Research Council. 
4 of q Vitamin A is added in the form of vitamin A palmitate and 
/ vitamin D in the form of vitamin D3. 
| / COOH Thus Baker’s contains neither fish liver oil nor fish ‘liver oil 
Te / concentrate. Therefore, Baker’s Modified Milk may be safely 
\ wr used in the feeding of those infants thought to be unable to 


tolerate fish liver oils. 


Added thiamine and niacin are provided as thiamine hydro- 
chloride and niacinamide, thereby avoiding the digestive dis- 
turbances sometimes associated with the use of wheat germ 
or yeast extracts. Adequate riboflavin is supplied by the 
milk itself. 


Since Baker’s contains no vitamin C, an auxiliary source of 
vitamin C should be prescribed by the physician. 


Baker’s is ethically promoted and ethically distributed. 


Baker’s Modified Milk is made from Grade A Milk, (U. S. Public 
Health Service Milk Code) which has been modified by replacement 
of the milk fat with animal and vegetable fats and by the addition 
of carbohydrates, vitamins and iron. 


VITAMIN CONTENT PER QUART OF NORMAL DILUTION: 


POWDE R AND LIQUID : oo LABORA? Provides vitamins A and D, also thiamine, niacin, riboflavin, calcium 
: and iron above the minimum daily requirements in the amounts of 
milk customarily taken by infants. A source of vitamin C should be 

AVAILABLE IN DRUG STORES prescribed by the physician. 


BAKER’S MODIFIED MILK 
_THE BAKER LABORATORIES INC. NUTRITION 


Main Office: Cleveland, Ohio Division Offices: Atlanta, Dallas, Denver, 
Plant: East Troy, Wisconsin Greensboro, N. C., Los Angeles, San Francisco, Seattle 
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Physical Medicine (Continued) 


many types of tissue. The spinal cord, perij:h- 
eral nerves, testes, growing bones and huir 
follicles appear to be particularly susceptible to 
damage. 

The danger of intensification of dosage by 
reflection from fascial barriers or gas pockets 
must always be considered. The effects of ultra- 
sonic energy on living tissues appear to be chief- 
ly those of heating. 

From the therapeutic standpoint, it must be 
remembered that many potent therapeutic agents 
are dangerous in overdoses. When no anesthesia 
is employed, pain will serve as a danger signal 
and prevent overheating of tissues. In proper 
dosage, ultrasonic diathermy may well produce 
valuable selective heating effects not previously 
obtainable. The possibility that ultrasound may 
produce effects on the tissues, other than ther- 
mal ones, is recognized. Nevertheless the effects 
obviously are chiefly those of heating and there 
is no need for ultrasound to produce other mys- 
terious effects for it to be of value in therapy. 
It must be realized that many thousands of pa- 
tients have been treated with ultrasonic dia- 
thermy in Europe without apparent harmful 
effects. However, it is believed that physicians 
should await futher cautious study of ultrasonic 
therapy before employing it indiscriminately in 
practice. 


If tuberculosis transcends area boundaries, it must 
be attacked on a joint and integrated program, both on 
the part of the official and the voluntary agency. There 
must be a clear understanding of the functions and 
responsibilities of all agencies working toward the 
eradication of tuberculosis. Mabel Baird, Conn. State 
Med. J., May, 1952. 
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Service. 
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F. F, SCHWARTZ, D.D.S., MD. 
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Three years of clinical 
study have established 
the efficacy of Histar in 
Neurodermatitis 
Urticaria 
Papular Urticaria 
Allergic Rashes 


Allergic Eczematous 
Dermatitis 


Atopic Dermatitis 
Dermatitis Venenata 


Psoriasis with 
Allergic Component 
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HARASSING DERMATOSES 


TRADE MARK 


FOR PROMPT SYMPTOMATIC RELIEF 
AND HIGH THERAPEUTIC EFFICACY 


Histar, a true achievement in dermatologic therapeutics, presents 
a combination of pyrilamine maleate, 2 per cent, and an extract 
of carefully selected crude coal tar (Tarbonis) brand, 5 per cent, 
in an emulsified hydrophylic base, non-greasy and clean in appl 
cation. In harassing skin conditions, burdened with tormenting 
burning and itching and refractory to other treatment, Histar 
has proved of high therapeutic value. 


A POTENT LOCAL ANESTHETIC 


Pyrilamine maleate, a potent yet relatively nontoxic, nonirritant 
antihistaminic, neutralizes the excessive histamine released into 
the affected tissues by dermatoses with allergic components; thus 
it quickly overcomes the associated burning and pruritus. Further- 
more, it is reported to be a powerful local anesthetic 3.3 times as 
potent as procaine.* : 


DECONGESTANT . . . ANTI-INFLAMMATORY 


The contained tar extract in Histar rapidly improves the lymph 
circulation in the skin and lessens the edema accompanying local 
pathology, thus aiding the normal defense forces of the tissues. 


PHYSIOLOGIC SYNERGISM 


The two therapeutic agents in Histar not only appear to potenti- 
ate each other, as indicated by their greater efficacy when applied 
in this combination, but their actions complement each other and 
stimulate and enhance the natural defense mechanism of the body, 
in histamine neutralization and absorption and removal of 
offending infiltrates and exudates. 


Histar is available on prescription through all pharmacies, 
in 2 oz. jars; for dispensing, in 1 Ib. jars through surgical 
supply dealers. Physicians are invited to send for litera- 
ture (clinical background) and samples. 


*Dews, P.B., and Graham, J.D.P.: Antihistamine Sub- 
stance 2786 R. P., Brit. J. Pharmacol. 1:278 (Dec.) 1946. 
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Cowbry’s or AGEING; Biological and Medical 
Aspects. This edition edited by Albert 1. Lansing, 
Ph.D. Washington University, St. Louts. Williams 
& Wilkins Company, Baltimore 1952. 1061 Pages, 
Price $15.00, 

The demand for a third edition of this wolume is 
an indication of the widespread and the growing interest 
of biologists, physicians and social scientists in the 
latter part of the life span. Their interest springs from 
theoretical and also from very practical considerations. 

This edition is by an entirely new editor; the second 
There are forty 


edition was published ten years ago. 
quite eminent 


eight contributors to this volume, all 
scientists. The editor very frankly states that he does 
not agree in principle, in some instances, with the points 
of view expressed, “and it is quite likely that some of 
the contributors do not see eye to eye with the editor.” 
Contributions come from sociological and economic lines 
of inquiry. 

Our population is rapidly becoming an old population, 
and of course, this being recognized, the work is justi- 
fied. It expresses very clearly the need for further 
clarification of the relationship between degenerative 
disease and ageing, Marked emphasis is placed on re- 
search in cardiovascular disease as a means of scien- 
tifigally dealing with ageing. 

Considerable space is used in considering the great 
triumverate of ageing; namely, periods of growth, 
phases of activity, processes of involution to the cardi- 
nal stages of life. The problem of ageing is considered 
under three headings: 1—Biological and cellular prob- 
lems of ageing — 7 chapters. 2—Clinical organic 
problems of ageing — 29 chapters. 3—Social and 
economic problems of ageing — 4 chapters. 

Both normal and pathological aspects of ageing are 
thoroughly covered by Lansing’s contributors. Some 
chapters discuss the body from the biological aspect. 
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Fach chapter presents information that is vital to every 
physician in practice today — the average age of 
patients will continue to reflect the fact that ours is 
an ageing population, 

This edition is quite complete and in it one will find 
all the facts needed in order to instruct the older pa- 
tients in a jealth-conservation regimen; to recognize 
their characteristic diseases, and to add not merely 
years to their lives but also life to their years. 

Those who have not perused this book will probably 
have some change of thought concerning “Geriatric” 
problems and their solution after reading this book. 
They will at least have their thinking processes stimu- 


lated. 


Tue EARLY DIAGNOSIS OF THE ACUTE ABDOMEN. By 


Zachary Cope, B.A., M.D., M.S., London, England. 


Consulting Surgeon to St. Mary’s Hospital, Pad- 


dington, and to the Bolingbroke Hospital, Woods- 


worth Common; Late Hunterian Professor, Arris 


and Gale & Bradshaw, Lecturer, Royal College of 


Surgeons. 10th Edition (Since 1921). Godfrey 
Cumberlege, Oxford University Press, London, New 
York, Toronto, 1951 — 270 pages, 39 Illustrations. 
Price $3.50. 

As is indicated by the above data this book is not 
large in volume, However, it is quite complete in its 
scope. There is need for but few illustrations in such 
a work and in this one the cuts are very appropriate 
and quite comprehensible; they are diagramatic. 

The author covers the “possibilities in the acute 
abdomen” not in all the little details to which one 1's 
accustomed in such books, but considers all the probable 


diagnosis (and even the possible ones) and in the 
(Continued on page 64) 
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OreEToN-M Buccal Tablets containing methyltestosterone 
dissolved in POLYHYDROL,® a unique solid solvent, provide 
a more effective and convenient form of male sex hormone. 


The buccal route permits methyltestosterone to reach the 


circulation directly. Indicated for definitive relief of menopausal 


symptoms in special circumstances; for preventing pain 
of functional dysmenorrhea; and to relieve discomfort of 


breast engorgement. 
Freedom from masculinizing side effects can be expected with 


recommended dosage of one-half to one and one-half 


10 mg. ORETON-M® (Methyltestosterone U.S.P.) Buccal Tablets 
daily (5-15 mg.). 
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Stress... 


Stressor factors which evoke autonomic responses 
occur often in our civilization. They are not always 
of external origin; frequently, stress springs from 
the “well of uncertainties, the fears, the angers, and 
the hostilities that an inadequate childhood nurtures 
in troubled people in a troubled world.” ! 


FREQUENCY AND SEVERITY OF ATTACKS 


STRESSOR FACTORS 
DIFFICULTIES WITH CHILDREN- 
LOSS OF WEIGHT 
CAME TO CLINIC 
ANNOYED WITH HUSBAND 


MOTHER ILL 
MOTHER BETTER 
PREGHANT 
CHILD ILL 
TENSION OVER 
HOUSEKEEPING: 


After. Relationship Between Life Stress And Symptoms — 
Stevenson, I. G.P. 4: 67 (Dec.) 1951 

When emotions aroused by these stresses are not 
dissipated in appropriate biological behavior, height- 
ened autonomic impulses beat against a “moored” 
physique. ! 

Incessant “emotional buffeting” impinged on 
labile autonomic pathways is likely to produce 
deviations from normal body function and a4 rash 
of symptoms. In such cases, both branches of the 
autonomic nervous system are involved. For symp- 
tomatic relief oral administration of cholinergic 
and adrenergic blocking agents and central sedation 
has proven successful. Drugs effective for the sev- 
eral actions respectively are’ Bellafoline, ergotamine 
tartrate and phenobarbital. 

In the majority of cases inhibition of the several 
branches of the autonomic nervous system is neces- 
sary to restore it to more stable function and thereby 
“dampen” the overactivity of the disturbed organ 
systems. Therefore a preparation of the above sev- 
eral drugs has been made available as Bellergal; 
each tablet of Bellergal contains. 


Bellafoline 0.1 mg. 
Ergotamine tartrate 0.3 mg. 
phenobarbital 20.0 mg. 


Detailed literature on the subject will gladly be 
sent on request. 


1Cleghorn, R. A. and Graham, B. F.: Recent Progress 
in Hormone Research, Vol. IV, New York, Academic 
Press, Inc., 1949, p. 323. 


Sandoz Pharmaceuticals 
DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y 
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differential, brings to mind only the important and 
actually diagnostic findings of each condition. 

One half of the book is the consideration of diagnosis 
“by” diseases. The final chapter deals with diseases 
which may simulate the acute abdomen. Another chap- 
ter is on the “colics”’; one on early diagnosis of ab- 
dominal injuries; one on the acute abdomen in the 
Tropics; one on acute peritonitis; and another on 
genito urinary symptoms in the abdomen. Included in 
this diagnostic essay are also those conditions of preg- 
nancy and of the puerperium which in any manner 
present abdominal symptoms. 

Dr. Zachary Cope has wasted no words. There are 
no qualifying phrases, just the kernel is presented and 
all self evident facets are omitted. The method by 
which one practically arrives at a definite and correct 
diagnosis is elucidated. In arriving at a diagnosis he 
advocates “no temporizing” — except where absolutely 
necessary. He scores the idea of opening an abdomen 
by a surgeon who makes a “rather perfunctory exami- 
nation of some patients, whom, from previous experi- 
ence he judges to be in urgent need of abdominal sec- 
tion.” The elucidation of acute abdominal disease 
would be advanced if every surgeon made an exhaustive 
attempt at. full diagnosis before operating. 

“There is no field in which diagnosis should be so 
precise. Since in no class of cases has the surgeon so 
great an opportunity of correlating the symptoms with 
the pathology of the living.” 

The book is well worth purchasing and reading. It 
is worth keeping close at hand for reference when one 
is puzzled a bit in the consideration of a particular 


acute abdomen. 
C. 


DIAGNOSTIC AND EXPERIMENTAL METHODS IN TUBER- 
cuLosis. By Henry Stuart Willis, M.A., M.D, 
F.A.C.P. and Martin Marc Cummings, M.D. 
F.C.C.P. Charles C. Thomas, Publisher, Springfield, 
Illinois, U.S.A. Second Edition, 1952. 373 pages, 
$10.00. 

This book summarizes basic recent knowledge of the 

laboratory approach to tubercolosis, and supplies a 
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Prescribe Desitin Hemorrhoidal Sup- 
positories in hemorrhoids (non-surgical), 
pruritus ani, uncomplicated cryptitis, papil- 
litis, and proctitis. 


Composition: crude 
Norwegian cod liver oil, 
lanolin, zinc oxide, bis- 
muth subgallate, balsam 
peru, cocoa butter base. 
No narcotic or anes- 
thetic drugs to mask 
\ rectal disease. Boxes of 
12 foil-wrapped sup- 
positories. 
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influence 


of cod liver oil 


that makes the great difference in 


hemorrhoidal 
SUPPOSITORIES 


the hemorrhoidal 
patient may sit, move 
and walk in greater comfort 
as Desitin Hemorrhoidal Suppositories with 
Cod Liver Oil act promptly to... 
e relieve pain and itching 
e@ minimize bleeding 
reduce congestion 
e guard against trauma 


e@ promote healing by virtue of their con- 
tents of high grade crude Norwegian cod liver oil, rich 
in vitamins A and D and unsaturated fatty acids (in 
proper ratio for maximum efficacy). 


Sond {ou samples 
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BOOK REVIEWS (Continued) 
theoretical and historical background for the various 
tests and methods. 

There are still far too many unsuspected cases of 
tuberculosis being discovered among the general popu- 
lation and in our hospitals. This is not for lack of 
efficient diagnostic methods and facilities but rather 
for the lack of use of these technics. As stated in the 
introduction, what we lack is in performance. Per- 
formance is improving, but until all physicians are 
aware of the possibilities for the laboratory diagnosis 
of tuberculosis, errors will still occur. Drs. Willis 
and Cummings have brought together in this book 
descriptions of many technical methods with details of 
their application and interpretation. Better knowledge 
of them would benefit every physician. 

The text is recommended as an excellent source book 
for the laboratory diagnosis and use of the experi- 
mental method in tuberculosis. 


j. © 3. 


A Textsook or CLINICAL PatHoLocy. Edited by 
Seward E. Miller, M.D., Medical Director, United 
States Public Health Service; Chief, Division of 
Occupational Health, Washington, D. C. Fourth 
Edition. Baltimore: The Williams & Wilkins Com- 
pany, 1952. 1060 pages, $9.00. 

The fact that this book has had four editions and 
six reprintings since its first appearance in 1938 reflects 
its popularity with physicians and medical students, for 
whom it is intended. This latest edition has been care- 


fully redesigned with emphasis on the fundamenta!s of 
laboratory diagnostic procedures. Details of technic 
are left to other texts. 

The book is well organized and written. The illus- 
trations are excellent. The index is adequate. 

It is recommended for laboratory libraries. 


BOOKS RECEIVED 


The following books have been received for reviewing, and 
are herewith acknowledged, This listing should be consid. 
ered as a sufficient return for the courtesy of the sender, 
Books that appear to be of unusual interest will be reviewed 
as space permits each month. Readers desiring additional 
information relative to books listed, may write the Editor who 
will gladly furnish same promptly. 

DISEASES OF THE CHEST: By T. Royle Dawber, A.B,, 
M.D., F.A.C.P., Senior Surgeon, U.S.P.H.S.; Chief 
of Heart Disease Epidemiology Study, National 
Heart Institute; Assistant in Medicine, Harvard 
Medical School, and Lloyd E. Hawes, A.B., M.D, 
D.A.B.R., Radiologist at Faulkner Hospital; Con- 
sultant at U.S.P.H.S. Hospital, Boston. The Williams 
& Wilkins Company, Baltimore, 1952; $10.00. 

AppLieD Puysiotocy: By Samson Wright, M.D,, 
F.R.C.P., With the Collaboration of Montague 
Maizels; M.D., F.R.C.P., and John B. Jepson, M.A, 
B. Se, D. Phil. A.R.I.C. Ninth Edition. Oxford 
University Press, London, New York, Toronto, 1952. 
$9.00. 
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Doctor, 


be your own 

Judge... 
try this 

simple test 


With so many claims 
made in cigarette adver- 
tising, you, Doctor, no 
doubt prefer to judge for 
yourself. So won’t you 
make this simple test? 


Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff—get a good mouthful of smoke 
—and s-l-o-w-l-y let the smoke come directly through your nose. 


: 3 Now, do exactly the same thing with the other cigarette. 


Notice that PHILIP MORRIS is definitely less irritating, definitely milder. 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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NERVOUS and MENTAL DISEASE 


FOR MILD CASES FOR SEVERE CASES 


MICHELL MY MICHELL 
FARM SKNATORIUM 


Licensed by State of Illinois 
INFORMATION ON REQUEST 
106 North Glen Oak Ave., Ph. 3-5179, Peoria, Ill. 
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lies, tempting food and supervised diets all con- pital, The Rockefeller Institute for Medical Research. aa d 
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MENTAL and NERVOUS DISORDERS 
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THE MARY POGUE SCHOOL 


Complete facilities for = retarded and epileptic children edu- 
cationally and socially. teacher strictly limited. Ex- 
cellent educational, payed occupational therapy programs. 


Recreational facilities include riding, group games, selected movies 
under competent supervision. 

Separate buildings for boys and girls under 24 hour supervision 
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Consulting Surgeon and Vice-President, Westminster 
Volume IV. Second Edition. The Williams 


By Sir Stanford Cade, 


Hospital. 
and Wilkins Company, Baltimore, 1952. $12.50. 


CYNECOLOGIC AND OpstETRIC PATHOLOGY, With Clinical 
By Emil Novak, A.B., 


& Endocrine Relations. 
M.D., D. Se. (Hon. Trinity College, Dublin; Tulane) 
F.A.C.S., F.R.C.O.G. (Hon.) Assistant Professor 
Emeritus of Gynecology, The Johns Hopkins Medical 
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EssENTIALS OF DERMATOLOGY. By Norman Tobias, 
(Continued on page 70) 
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COMPLETE TUMOR THERAPY 
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SUPERFICIAL X-RAY THERAPY 


DEEP X-RAY THERAPY up to 1,000 K.V. 
RADIUM THERAPY 
Daily Consultation at Institute 
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Tumor Conference — — J. B. Murphy Auditorium — 
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XIR BROMAURATE 


VES EXCELLENT RESULTS 


Cuts short the period of illness and relieves the distressing spasmodic 
cough. Also valuable in Bronchitis and Bronchial Asthma. 


In four-ounce original bottles. A teaspoonful every 3 to 4 hours. 
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The NORBURY SANATORIUM 


For the Treatment of Nervous and Mental Disorders 


FRANK GARM NORBURY, M.D., Medical Director 
SAMUEL N. CLARK, M.D., Physician 
HENRY A. DOLLEAR, M.D., Superintendent 


Address THE NORBURY SANATORIUM, Jacksonville, Illinois 
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DIRECT WRITER 


THE SANBORN 


MODERN METABOLISM TESTER 


These Sanborn Instruments 
make an outstanding diagnostic team... 
combining beauty of appearance and simplicity 
of operation with the reliability and accuracy 
that modern diagnosis demands. Both are backed 
by 34 years of precision instrument design and 
manufacture, and both are Accepted by the 

A. M.A. Council on Physical Medicine 

and Rehabilitation. 


SALES SANBORN COMPANY Branch Office 
AND 122 S. Michigan Ave., Chicago 3, Ill. 
SERVICE Phone Wabash 2-0665 
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edition, 186 figures, 6 subjects in color on 3 plates. 
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Lange Medical Publications, University Medical Pub- 
lishers, Los Altos, California. $2.50. 


ANNALS OF THE NEw YorK ACADEMY OF SCIENCES — 
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NAPERVILLE, ILLINOIS 
(30 miles west of Chicago) 


Edward Sanatorium Est. 1907 by Dr. Theodore B. Sachs 
FOR THE TREATMENT OF TUBERCULOSIS 


Jerome R. Head, M.D.—Chief of Staff 
Ideally situated — beautiful landscaped surroundings — modern buildings and equipment 
A-A rating by Illinois Department of Health 
Full approval of the American College of Surgeons 
Active Institutional member of the American Hospital Association 
For detailed information apply to— 


Business Office at the Sanatorium operat 
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Distributors to the profession 
of fine 
Injectable Vitamins and Endocrines 


Interstate Pharmacal Company 


P. O. Box 252 Beloit Wis. 
MAIL ORDERS SHIPPED IMMEDIATELY 


Registered by the American Medical Association 
Licensed by the State of Illinois 


LINCOLNVIEW 


Hospital and Sanitarium 
Springfield, Illinois 
Active Intensive Treatment 


Mental and Emotional Disorders 
Alcoholism and Drug Addictions 


Moderate Rates 


Medical Director: Albert P. Ludin, M.D. 
723 E. Capitol Phone 2-3303 


ANEMIA 


Anemia is one of the more frequently en- 
countered diseases or evidences of disease. It is 
important, therefore, to recognize its presence 
and then to determine the variety and the cause 
so that proper therapy may be carried out. A 
careful history and physical examination is im- 
portant but judiciously planned studies in the 
laboratory may be indispensable. ‘These must 
include those studies of the blood which may be 
suggested on the basis of the history and physical 
findings and as a result of a careful evaluation 
of a stained smear of the blood. 

Further laboratory study of the patient will be 
suggested by the picture thus determined. This 
may include x-ray studies, examination of the 
feces for occult blood, gastric analysis, determi- 
nation of the erythrocyte fragility, reticulocyte 
levels, basal metabolic rate, and others. Exami- 
nation of the bone marrow will at times be in- 
valuable toward the diagnosis of an obscure 
hematological problem but is rarely needed for 
the differentiation of the more common blood 
dyscrasias. Wm. P. Murphy, M.D., Anemia: 
Its Recognition And Management, Ohio M. J., 
Aug. 1952, 
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SPRINGFIELD 
F. A. Seeman, Representative, 
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Established 1901 
Licensed by State of Illinois 


225 Sheridan Road 


North Shore Health Resort 


on the shores of Lake Michigan 
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Modern Methods of Treatment 
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